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Surgical 


Cross analysis of the problems involved 
in surgical illumination clearly indicates 
that—the ultimate is approached when 
design and construction cater altogether to 
the ‘‘comfort of the..surgeon,"’ to the end 
that he is enabled to do his delicate and 


exacting work, without being conscious 


either of the illumination or its source. 

Further analysis from this angle defines 
that the light shall be of the right intensity 
(foot candles)—not too great nor too weak 
—so that there is clear visibility; that the 
light shall be of a color quality (color 
temperature—degrees Kelvin) that permits 
clear discrimination of objects in their 
natural color; that the light be so distri- 
buted that shadows are reduced to a 
minimum (light projection); and finally that 
these specifications be met—developing a 
negligible quantity of heat in the surgical 
area (a detail of light filtration). 


* * 
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The Financial Support of Non-Government Hospitals 
as Revealed by the Recent Federal Business 
Census of Hospitals’ 


ELLIOTT H. PENNELL and JOSEPH W. MOUNTIN, M.D., Washington, D. C. 


ican Hospital Association, a progress re- 

port? was made on the Business Census of 
Hospitals then being conducted by the United 
States Public Health Service. This Census, as may 
be recalled, featured personnel, income, and ex- 
penditures of hospitals. It is now our privilege to 
report the findings of the completed study in so far 
as they pertain to sources and distribution of in- 
come for one class of institutions, the non-govern- 
mental hospitals, commonly spoken of as the vol- 
unttary group. These hospitals are of particular 
interest for two reasons: It is on them that most 
of the middle and upper economic classes of the 
population depend for the general run of medical 
and surgical services; and in the financial struc- 
ture of these hospitals may be found explanations 
for many fiscal problems which complicate the op- 
eration of services that, for the most part, are 
supported by fees derived from patients. 


A T THE 1936 annual convention of the Amer- 


The purpose of the Business Census of Hospi- 
lals, hereinafter referred to as the Census, was 
to assemble data on all places where persons might 


From the Division of Public Health Methods, National Insti- 
tute of Health. Basic data were assembled under the direction 
of Wilhelm Reitz. 

‘Mountin, Joseph W., Business Census of Hospitals, Hospitals, 
Vol. 10, No. 11, November, 1936. 
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obtain bed care, irrespective of whether the insti- 
tution had satisfied the requirements of any one 
of the several agencies interested in the very 
laudable purpose of establishing standards of 
service. Despite vagaries inherent in the prac- 
tice, the term “hospital,” for purposes of brevity 
and clarity of presentation, will be used to desig- 
nate institutions that from many points of view 
may differ widely. 


A basic list of institutions used in computing 
the coverage by this study was prepared from 
data supplied by several agencies that routinely 
compile information on hospitals.- For this par- 
ticular paper, however, data from hospital units 
of college infirmaries and from correctional and 
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custodial institutions are excluded since their 
financial structure is unsuited to the type of analy- 
sis used. 


From the standpoint of medical type, hospitals 
are described in three categories: General and spe- 
cial,? mental, tuberculosis. Each group features 
service to patients requiring distinctly different 
forms of treatment and this entails separate prob- 
lems in finance. Hospitals classed as nonprofit 
are presumed to derive no gain from the enter- 
prise, while proprietary institutions operate in 
such manner that any excess of earnings over ex- 
penditures may accrue to the credit of the man- 
agement. 

Character of Sample 


Inasmuch as the Census accomplished only a 
partial coverage of hospitals, some description of 
the sample is now in order. 


Institutions which are under the control of non- 
governmental agencies and which for the purpose 
of the Census are classed as hospitals numbered 
in all 5,667, and their rated bed capacity was 
355,059 as of the year 1935. Completed sched- 
ules filed for the Census describe 58 per cent of 
the institutions and 74 per cent of the beds. Rep- 
resentation of nonprofit institutions is relatively 


8“Special’” hospital as used refers to those furnishing types 
of care which are closely identified with general medical and 
surgical service. These hospitals include maternity, conva- 
lescence and rest, industrial, isolation, eye-ear-nose-throat, or- 
thopedic, children’s, and others offering similar specialized types 
of care. Mental and tuberculosis hospitals are given separate 
classification. 


higher than of those proprietorially operated, the 
percentage for hospitals being 71 and 43 respec. 
tively, and for beds 80 and 48. 


The percentage representation of hospitals de. 
scribed by the several categories used in this 
analysis is given numerical value and graphic rep- 
resentation in the figures numbered 1, 2, and 3, 
The relatively higher returns from the nonprofit 
as compared with the proprietary group are con- 
sistent for the three medical types of hospitals, 
The domination of the voluntary hospital group by 
general and special under both nonprofit and pro- 
prietary control is clearly shown. 


The general and special groups of hospitals are 
described in detail with respect to their participa- 
tion in the Census. This course has been pursued 
for two reasons: First, the great majority of all 
general and special hospitals are operated by vol- 
untary agencies, whereas these agencies occupy a 
very minor position in the maintenance of facili- 
ties for insane and for tuberculosis patients. See- 
ond, the characteristics which appear to have ex- 
erted some influence on the performance of gen- 
eral and special hospitals with regard to the re- 
turn of Census schedules are in a general way 
operative in determining the response of mental 
and tuberculosis hospitals. 


When the constituent subgroups of general and 
special hospitals are arrayed in descending order 
on the basis of returns, they assume the follow- 
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ing positions: Church, nonprofit association, fra- 
ternal, partnership, profit-sharing corporation, in- 
dividual. It so happens that this array depicts 
performance with respect to both proportion of 
hospitals in a given group that filed returns and 
the relative percentage of beds that were thereby 
included. The first three types of control agencies 
are commonly referred to as nonprofit, and the 
latter three as proprietary or profit-sharing. The 
extremes in performance, as measured by per- 
centage of hospitals filing returns, are 79 for the 
church group and 37 for those operated by indi- 
vidual persons. All control groups except the one 
termed individual made returns in excess of 50 per 
cent. 


The influence of a set of characteristics depicted 
by bed capacity is clearly perceptible in the be- 
havior of general and special hospitals with re- 
spect to return of schedules satisfactory for analy- 
sis. With one minor exception in the proprietary 
group, performance rose consistently as the bed 
capacity increased. This obtained for both the 
nonprofit and the proprietary groups, although 
the former occupied a level considerably above 
that of the latter. The under-25-bed hospitals of 
nonprofit and proprietary control filed schedules 
respectively to the extent of 54 and 40 per cent of 
their numbers, while for hospitals having 150 beds 
or more, the corresponding percentages were 84 
and 76. Individually owned institutions particu- 
larly are affected since as a group they are of low 
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bed capacity. In all cases, however, the sample 
is believed to be reasonably descriptive of the cat- 
egory from which it is drawn. 


Gross Receipts and Balances 


Data bearing on income of hospitals are pre- 
sented in a series of figures numbered 4, 5, and 6. 
From figure 4 one may gather that nonprofit gen- 
eral and special hospitals have an annual income 
per bed which exceeds that of the proprietary 
group by nearly $200. The smaller income of — 
the proprietary group may be explained in some 
measure by a lower occupancy rate. On the other 
hand, a different picture is presented when in- 
come is related to expense. For each $1,000 of 
expense,‘ the nonprofit group reports a loss of 
$34, while on the same outlay the proprietary hos- 
pitals realize a profit of $49. How the deficit of 
nonprofit hospitals is met does not appear in the 
data—perhaps by special gifts which were not 
considered current income. 


The reported annual income per bed of proprie- 
tary mental hospitals was nearly twice that of 
the same medical type under nonprofit control. 
At least, a partial explanation for this difference 
may exist in the well-known fact that proprietary 
mental hospitals feature care of the well-to-do 
who demand many refinements in facilities and 
treatment. As in the case of general and special 


‘The expense figures used as the basis for computations por- 
tray the total reported expenses less depreciation. 
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hospitals, nonprofit institutions apparently are 
run at a slight loss, while the proprietary realize 
a modest profit if only operating expenses are 
charged to income. 


Hospitals that provide accommodations for the 
tuberculous realize a low annual income per bed. 
Scarcely any difference is to be found in the rate 
of income for nonprofit and proprietary institu- 
tions. On the other hand, if receipts are studied 
.in relation to expenditure, the nonprofit institu- 
tions sustain a loss of nearly $35 per $1,000 of 
expenditures, while the proprietary group realize 
a gain of approximately $60 when computations 
are made on the same base. Information con- 
tained in schedules completed by tuberculosis hos- 
pitals of nonprofit control failed to show any pro- 
vision for liquidating this accruing indebtedness. 


For the next analysis hospitals of general and 
special medical types are allocated to the several 
categories of operating agencies. The details of 
this distribution appear in figure 5. There one 
may observe that nonprofit association hospitals, 
followed rather closely by those of profit-sharing 
corporations, report incomes per bed far in ad- 
vance of any other group. Fraternal hospitals 
and those operated by individuals report annual 
incomes per bed that are only a little more than 
half the amounts received by the two preceding 
groups. An intermediate position is held by 
church and partnership hospitals. On the other 


hand, figures disclosed in the column headed “Hos- 
pital Income per $1,000 Expense” show the ne- 
cessity, when discussing this point, for altering 
the position of the several agencies. For exam- 
ple, the three proprietary and the fraternal groups 
experience an excess of income over expenses, and 
in this respect partnership hospitals lead. Church 
and nonprofit association institutions report a 
slight deficit per $1,000 of expense. Without a 
personal inspection of hospitals and an evaluation 
of services, there is no way of telling whether 
differences in income per bed represent variation 
in character of service. A low rate of occupancy 
may be one factor in restricting income; again 
the reason for limited receipts may be failure on 
the part of hospitals to report all income, regard- 
less of source, that might be allocated among the 
beds. Generally speaking, the data in figure 5 
support those of figure 4 in these respects: Hos- 
pitals of churches and nonprofit associations op- 
erate at a loss, while the proprietary group obtain 
a slight excess of income over current operating 
expenses. If plant depreciation and interest on 
capital investment were included among the items 
of expense, this apparent profit would be con- 
sumed. 


Attributes of general and special hospitals 
which are expressed by’ bed capacity would ap- 
pear, from data presented in figure 6, to exert an 
influence on income. Institutions in the two lower 
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FIG. 6. 
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class intervals for both nonprofit and proprietary 
control obtain distinctly less revenue per bed than 
do those of larger capacity. The positions of the 
larger and smaller hospitals are reversed if in- 
come per $1,000 of expense is the basis for com- 
parison. Small hospitals realize some income over 
and above expense irrespective of whether they 
are operated by nonprofit or proprietary agencies. 
Large hospitals operate at a loss when in the 
hands of nonprofit organizations. Under proprie- 
tary control, some profit is made by the larger 
hospitals, but not to the extent that was charac- 
teristic of hospitals low in bed capacity. 


Sources of Income 


Voluntary hospitals as a class have three main 
sources of financial support: Fees from patients, 
income from invested funds, and payments by 
taxing bodies. Additional sources are, for the 
purposes of this presentation, combined under 
“Other.” The term, as- used in this analysis, 
covers items such as payments from community 
chests, funds created by membership dues, be- 
quests not paid into the endowment fund, and in- 
come in kind. The extent to which hospitals of 
different circumstances rely on the several sources 
of income is depicted in figures 7 and 8. 


It is generally supposed that hospitals of non- 
profit and proprietary control are supported for 
the most part from fees paid directly to the hos- 
pital by patients. Data presented in figure 7 are 
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distinctly in support of the impression. The one 
and only exception to such generalization is found 
in the tuberculosis hospitals under nonprofit con- 
trol. This group of institutions obtain only a 
third of their support from patients, while hos- 
pitals in every other category derive two-thirds 
or more of their funds from this source. Con- 
trary to popular opinion, endowment is not a fac- 
tor of any great moment in-the support of vol- 
untary hospitals. As one might expect, it is the 
institutions not organized for profit that report 
most of the income from invested funds. Tuber- 
culosis hospitals surpass both those of general and 
of mental types in respect to income from e2- 
dowment but the number of tuberculosis hospi- 
tals operated by voluntary agencies is very small 
—only 95. 


The very much larger group of general and 
special nonprofit hospitals, 1,978 in all, obtain only 
6 per cent of support from invested funds. En- 
dowment, however, portrays only a part of the 
philanthropy that is directed towards hospitals. 
The column “Other” is very largely a manifesta- 
tion of gifts. The nonprofit hospitals of tuber- 
culosis, general and special, and mental classifi- 
cation participate in such funds in the order of 
magnitude expressed by their positions as listed 
above, but the tuberculosis group excels the others 
by a very wide margin. Worthy of mention is 
the fact that proprietary hospitals do not share 
in these funds to any appreciable degree. 
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Roughly, one-fourth of the support of voluntary 
tuberculosis hospitals is derived from tax appro- 
priations. Such institutions, however, are not 
great from the standpoint of numbers. The same 
general statements in lesser degree apply to the 
mental hospitals. In the aggregate, general and 
special hospitals under nonprofit management ob- 
tain the greater part of tax appropriations for 
voluntary hospitals, although the percentage 
which funds from this source bear to other reve- 
nues is not so great as in the case of mental and 
tuberculosis hospitals. There are reasons for be- 
lieving that not all sums paid out of public reve- 
nue have been reported as taxes.- It is possible 
that some hospitals reported under “Patients” 
sums paid by governments in response to bills 
rendered for specific services. 


By bringing into relief, as in figure 8, the oper- 
ating control of general and special hospitals, it 
is found that separate agencies differ from each 
other and from their group classification in the 
percentages of income derived through various 
sources. Church hospitals, in greater degree than 
those of other nonprofit agencies, depend for their 
support on fees of patients. If a cash value were 
assigned to services contributed by members of 
religious bodies and placed in the column “Other,” 
the picture for church hospitals would be some- 
what altered. The percentage of their income 
which fraternal hospitals secure directly from 
patients is remarkably low, but one must recog- 


nize that very few hospitals are operated by such 
bodies. Patients defray 90 per cent or more of 
the fund required for the support of proprietary 
hospitals and there is little variation among the 
subclasses. Fraternal hospitals lead in the pro- 
portion of income from endowment; following 
closely are those of nonprofit associations, while 
church hospitals obtain a very small proportion 
of their income from invested funds. The pro- 
prietary hospitals as a class report practically no 
income from endowment, and in this respect there 
is essentially no difference among the several con- 
stituent operating agencies. 


Taxes as source of income are reported by hos- 
pitals under all types of control. Nonprofit asso- 
ciation hospitals, however, are the only ones re- 
porting more than 10 per cent from this source; 
others vary from 3 to 7 per cent, with fraternal 
occupying the lowest position. 


The source designated “Other,” which has al- 
ready been defined, occupies a significant position 
in the support of fraternal hospitals, the percent- 
age of income from this source being 35. Non- 
profit association hospitals also share in these 
miscellaneous funds, largely gifts, to the extent 
of 15 per cent of their total income. The only 
other institutions placing reliance worthy of men- 
tion on such funds are the church hospitals, which 
report 8 per cent of their income from the source 
designated as “Other.” 





PERCENTAGE DISTRIBUTIONS OF TOTAL INCOME REPORTED, 
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PERCENTAGE DISTRIBUTIONS OF TOTAL INCOME REPORTED BY GENERAL 
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The possible influence of bed capacity on 
sources of income was studied, but no marked dif- 
ferences were found that could be ascribed to this 
factor. The figures alone for the nonprofit hos- 
pitals suggest a gradual reduction of income from 
patients and an increase in the proportion derived 
from endowment and taxes as hospitals increase 
in size. This observation perhaps has no other 
basis than the fact that the larger hospitals are 
predominantly of nonprofit association manage- 
ment. On every analysis the nonprofit associa- 
tion hospitals displayed this characteristic in the 
distribution of income by sources. 


Summary 


By conducting a special study, known as the 
Business Census of Hospitals, the United States 
Public Health Service obtained data which de- 
scribe the financial structure of hospitals in the 
continental United States. Income and expense 
of voluntary hospitals have been chosen for pres- 
entation. 


In the coverage attained by the Census are 58 
per cent of the institutions and 74 per cent of the 
beds maintained by non-governmental agencies. 
The analysis features general and allied special 
hospitals since voluntary agencies operate rela- 
tively few mental and tuberculosis institutions as 
compared with the several units of government. 


Organizations classed as nonprofit report for 
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general and special hospitals an average annual 
income of $1,160 per bed, and $966 per $1,000 of 
expense. The corresponding figures for proprie- 
tary hospitals are $969 and $1,049. Income per 
bed ranges from $1,300 down to $678, with ex- 
treme positions held respectively by hospitals 
under nonprofit and under individual control. The 
several proprietary and fraternal agencies report 
incomes in excess of operating costs, but church 
and nonprofit agencies sustain a loss on this basis. 
In all probability very few hospitals would realize 
any gain if interest on capital investment and 
plant depreciation were given a money value. Gen- 
erally speaking, the small hospitals report much 
lower incomes per bed than do those of greater 
bed capacity. The positions of small and large 
hospitals are reversed when income is related to 
expense; but it is only the nonprofit hospitals of 
50 beds and over that report operating expense 
in excess of income. 


Patients are given by nonprofit agencies as the 
source for 71 per cent of their income, and for 
91 per cent by the proprietary group when general 
and special hospitals only are considered. En- 
dowment is not an important item in the support 
of general and special hospitals since proprietary 
hospitals derive practically no revenue from this 
source, and from it the nonprofit group obtain 
only 6 per cent of their income. Receipts in the 
form of gifts which do not become part of en- 
dowment perhaps equal income from invested cap- 
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ital. Nonprofit hospitals are aided by tax appro- 
priations to the extent of 10 per cent of their 
total income, while for proprietary the percentage 
is 4. Perhaps these proportions would be in- 
creased slightly had hospitals always segregated 
from the source “Patients” fees for service that 
were paid by governments on behalf of patients. 


The financial data submitted by hospitals show 
that those under voluntary control depend in very 
large measure on payments by patients for their 
support. Proprietary hospitals in particular must 
be seriously hampered in an effort to serve their 
respective communities because of having to re- 
strict service very largely to revenue patients. 





Notice to the Holders of 


American Hospital Association, 
Incorporated 


First Mortgage Fifteen Year Six Per Cent Gold 
Bonds Due July 1, 1947 


NOTICE IS HEREBY GIVEN that pursuant to 
the provisions of the Trust Indenture dated July 1, 
1932, executed by American Hospital Association, 
Incorporated, to First Union Trust and Savings 
Bank, as Trustee, the undersigned has elected to 
redeem on January 1, 1938, at the principal sum 
thereof and accrued interest thereon to January 1, 
1938, $7,000 par value bonds of said issue bearing 
the numbers hereinafter set forth, which numbers 
have been selected by lot as provided in said Trust 
Indenture. The numbers of the bonds so to be 


‘redeemed are as follows: 


$100 Denomination 
Cll C 49 C108 C161 C194 C229 


12 50 111 162 195 230 
18 64 113 166 200 231 
23 70 114 170 201 233 
27 74 120 176 205 238 
29 81 124 181 209 240 
34 82 125 183 212 318 
35 88 126 185 213 320 
42 90 127 186 214 324 


44 101 144 188 218 325 
46 106 146 189 224 
48 107 147 190 225 
On January 1, 1938, there will become due and 
payable on each of the above numbered bonds at 
the office of The First National Bank of Chicago, 
Chicago, Illinois, the principal sum thereof and 
accrued interest thereon to January 1, 1938. 
Holders of the above numbered bonds are hereby 
notified to deliver said bonds on or after January 
1, 1938, for payment and redemption at the office 
of said The First National Bank of Chicago, Chi- 
cago, Illinois. 
Interest on the aforesaid numbered bonds will 
cease on January 1, 1938. 
AMERICAN HOSPITAL ASSOCIATION, 
INCORPORATED 
By ASA 8S. BACON, 
Treasurer. 


December, 1937 
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Notice to the Holders of 


American Hospital Association, 
Incorporated 


Twenty Year Six Per Cent General Mortgage Gold 
Bonds Due January 1, 1946 


NOTICE IS HEREBY GIVEN that pursuant to 
the provisions of the Trust Indenture dated Jan- 
uary 1, 1926, executed by American Hospital As- 
sociation, Incorporated, to Union Trust Company, 
as Trustee, the undersigned has elected to redeem 
on January 1, 1938, at the principal sum thereof 
and accrued interest thereon to January 1, 1938, 
$7,000 par value bonds of said issue bearing the 
numbers hereinafter set forth, which numbers 
have been selected by lot as provided in said Trust 
Indenture. The numbers of the bonds so to be 
redeemed are as follows: 


$500 Denomination 


D6 D10 D12 D14 D16 D19 D41 D771 D72 D773 


$100 Denomination 


C9 C 13 C 32 C 40 C 80 C164 
10 16 33 45 81 191 
11 30 35 53 82 192 


131 193 


On January 1, 1938, there will become due and 
payable on each of the above numbered bonds at 
the office of The First National Bank of Chicago, 
Chicago, Illinois, the principal sum thereof and 
accrued interest thereon to January 1, 1938. Hold- 
ers of the above numbered bonds are hereby noti- 
fied to deliver said bonds on or after January 1, 
1938, for payment and redemption at the office of 
said The First National Bank of Chicago, Chicago, 
Illinois. 


Interest on the aforesaid numbered bonds will 
cease on January 1, 1938. 


AMERICAN HOSPITAL ASSOCIATION, 
INCORPORATED 


By ASA S. BACON, 
Treasurer. 
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The Future of the Hospital and the Doctor 


PAUL CONNOR, M.D., Denver 


hospital is, in my opinion, a very vital sub- 

ject. I might say that the relations of the 
doctor and the hospital are comparable to those 
of marriage. In this marriage the husband is 
the doctor, the wife is the hospital, and as in 
married life they must cooperate for the sake 
of the children. The children, of course, are the 
patients.. I might go further and say they are so 
necessary to each other’s success that divorce in 
this marriage is impossible. They must live to- 
gether, work together, and if they do not love 
each other, they must work together, just as a 
family has to do. Of course, there is bound to 
be a certain amount of discord, but as in home 
life one or the other must be ready to make some 
sacrifices to dispel discord. ‘The doctor, as the 
husband, must go out and plant the seed in the 
mind of the public, the need for hospitalization; 
he must do the work of bringing the patients to 
the hospital. In turn, the hospital, as the wife, 
must nurture them and care for them. They both 
must work together to help their children to an 
independent economic existence. Sometimes this 
can be done by the physician in the home, but, in 
the more serious cases, it takes team work on the 
part of the physician and the hospital. So I say 
to the Colorado State Hospital Association that 
you the hospital and we the doctors are indis- 
pensable to the existence of each other, and we 
are becoming more and more indispensable to the 
welfare of the public at large. So why shouldn’t 
we work for the good of one another and for the 
good of our patients? 


Tis future relations of the doctor and the 


Our relations are, just the same as those in 
marriage, beset by discord, jealousies, intolerance, 
and selfishness. All but the last of these are usu- 
ally caused by misunderstanding. One member 
of the family wants to usurp the powers, to use 
all the funds, to get all the service and do as he 
himself wants to do. Now we all know that such 
action on the part of either cannot last, so what 
is the best thing todo? Have a talk, get together 
and straighten out the misunderstanding, talk 
over the differences, see the necessity for compro- 
mise on the part of each. By this method 100 
per cent of the misunderstandings can be straight- 
ened out. Try and place yourself in the other 
fellow’s shoes. Take an interest in the other fel- 
low’s problems, weigh it all, become tolerant 


Presented before the Colorado Hospital Association Conven- 
tion, November 9-10, 1937. 
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toward one another and see that each of us occa- 
sionally gets a break. Selfishness is the greatest 
evil of all and this cannot be corrected. This is 
inborn in all of us. However, some of us show it 
less than others. Each one may think that one 
should give in, but each one always thinks it is the 
other fellow’s turn. Selfishness always leads to 
endless unpleasantness and, if allowed to continue, 
is disastrous, for both the physician and the hos- 
pital. This family relation must survive because 
of the work that must be done. And there must 
be harmony, not only for our own good but for the 
good of our patients. We know that every little 
detail in both the hospital and the doctor’s work is 
essential to the welfare of the other and the wel- 
fare of the patient. Every move on the part of the 
hospital should be in the interest of its staff, and 
likewise every move the staff makes should be for 
the betterment of the hospital, all to the end that 
better care may be given the patient. The daily 
work of each is so closely interwoven with that of 
the other that we cannot separate it. 


The Betterment of Hospital Service 


I would surely dislike to go back 25 years when 
I began my practice in a country village of about 
300 people, the nearest hospital 103 miles away. 
Go back and try to do good practice in the old way. 
I do not think I could possibly do it today. I have 
been so trained in the last 20 years that I have be- 
come “hospitalized” and I think that is true of the 
medical profession everywhere. I believe the hos- 
pital today is the backbone of good medical prac- 
tice. It has given us the high type of practice that 
we now have. Stop and think what has taken 
place in the Denver hospitals since I arrived in 
October, 1920, seventeen years ago. I might enu- 
merate some of the important changes. First, the 
laboratory with its well trained personnel; a good 
clinical pathologist and expert technicians; x-ray 
department with an expert roentgenologist and 
trained technicians; the dietetic department in 
charge of a trained dietitian; ample personnel 
in the admission office,. good telephone connec- 
tions, switchboards and operators; attractiveness 
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in the hospital offices, the doctors’ rooms and a 
cleanliness throughout the hospital that is really 
refreshing. Now all of this work has been of 
gradual growth, brought about by the staff re- 
quirements. Then later on, trained hospital ex- 
ecutives entered the picture in Denver. Conse- 
quently we have excellent hospital facilities. 


Now, going back to our present day differences. 
I believe it would be a good policy to have one or 
more members of the staff sit in on the hospital 
Board meetings so that the staff could be better 
acquainted with the hospital problems, especially 
the financial problems. This is the only way 
the staff can learn what your many problems are, 
and when they understand I venture to say they 
will be more tolerant and helpful in the work that 
you are doing. Acquaint them with your prob- 
lems. The hospital already knows the problems 
of the staff because most of you attend staff meet- 
ings or have a representative attend. 


The Nursing Problem 


Another problem—and a serious one which 
vitally affects the interests of the hospital, the 
doctor and the patient—is the graduate nurse. 
This is going to be solved, but who is going 
to do it? I say that the medical society and 
the hospital association will have to do it. The 
nurses have never developed a leadership and they 
never will so long as they attend only their own 
alumni meetings. Take the problem of the 8-hour 
day at $5.00 per day. This was a noble experi- 
ment, as Mr. Hoover would say, but it will never 
work. It cannot, because nurses cannot make 
enough to keep body and soul together the way 
it is now handled. It is true, the charges are no 
more than when two nurses worked on a 12-hour 
shift, but, if I remember rightly, these nurses 
usually stayed on their case one week or more. 
Now it is a fact that when nurses work three 
shifts at least two of them do not work nearly so 
long on a case as when only two nurses are on. 
The first nurse, working the 11 to 7 shift, is off 
usually in three days. On the fifth day, the nurse 
working the 7 to 11 shift is off, and the patient 
will probably keep the third nurse a week or ten 
days, the 8 to 11 shift. I understand they are 
now thinking of charging $6.00 per day for the 
8-hour shift. I ask you who can pay $18 per day 
for nurses, $6.00 per day for a room, $15 for an 
Operating room, $15 to $25 for an anesthetic, to 
say nothing of drugs, sera, x-rays, special lab- 
oratory tests, and a physician or a surgeon? So 
I say, my friends, a committee from the hospital 
association and a committee from the medical so- 
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ciety should study this problem and try to 
straighten out the graduate nursing problem. 


Cooperation of the Hospital Association and the 
Medical Society 


Another thing. I believe the hospital associa- 
tion and the medical society should foster a pre- 
nursing course. It is possible in Denver that the 
heads of the public and parochial schools might 
be interested in considering such a course. Give 
over the last two years of high school to the basic 
sciences, anatomy, physiology, bacteriology and 
chemistry, to those students electing to take a 
nursing course. If the high schools would not be 
interested, it is quite possible that the State Uni- 
versity, Denver University, Loretta Heights, Col- 
orado Woman’s College or any of our schools of 
higher learning would co-operate with the hospi- 
tals, so that when a girl enters the hospital for 
training she would be ready for a real course in 
nursing and scientific care of the sick. These 
young women who are on a case must be the eyes, 
the ears—in fact, all five of the senses—for the 
doctor, and for this responsibility they must be 
expert. On the floors of different hospitals at 
night, there are young girls not over 18 or 20 
years old who are allowed to take care of patients 
and some of them have not had over one year of 
training. I think this is wrong. It is wrong for 
the patient to have to be subjected to such nursing 
care and it is wrong for the nurse to have to take 
such a responsibility. It is true that all of the five 
big general hospitals in Denver have adequate su- 
pervision of its nurses during the day, but, I say 
in all fairness to the hospitals, the doctor and 
the nurse, night nurses do not have proper super- 
vision. These girls are not old enough and have 
not had enough experience to take such responsi- 
bilities for the hospital and the doctor. 


The Need for Group Hospitalization 


There is one more thing I want to talk about. 
It has been foremost in my mind since I became 
president of the County Medical Society. This is 
group hospitalization. There is a great need for 
this. When this is established, industry with its 
low wage group of $2,000 and less per year can 
buy hospitalization at some figure approximating 
75 cents a month. Then on a similar basis the 
medical profession can offer this same group of in- 
dustrial workers medical care. I wish I had the 
time, the money and the inclination to go over 
the delinquent accounts of the hospitals. I would 
wager you that at least 75 per cent of your de- 
linquent bills come from this group and the same 
would hold true with the doctor’s delinquent ac- 
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counts. These people cannot pay hospital, nurs- 
ing and doctor bills without some form of monthly 


budgeting and we, the hospitals and the doctors, | 


should see that such facilities are provided. Some 
of these people are depending upon a charity, state 
or county hospitals for hospitalization. Most of 
them now go to a private hospital and doctor and 
sincerely expect some day to be able to pay the 
bills. These people are sick, they need care, both 
medical and hospital, and only too frequently the 
hospital, as well as the doctor, is left “holding the 
bag.” So I say to the Colorado Hospital Associa- 
tion, especially to the Denver Council, that the 
Medical Society of Denver has voted unanimously 
for group hospitalization and are marking time 
now for you to act before we take the step toward 
taking care of this low wage group by monthly 
payroll deductions. As president of the Medical 
Society of the City and County of Denver, I ask 
you in all earnestness to take action in this matter, 
not only for the betterment of yourselves and the 
doctor but for the betterment of low wage indus- 
trial earners. Some of your members are well 
versed in group hospitalization. I understand Mr. 
E. A. van Steenwyk, executive manager of the 
Minnesota Service Association of St. Paul, will 
speak to you on the subject. I shall attend that 
lecture. Mr. van Steenwyk will also speak on this 
subject before the Medical Society Wednesday 


night at 8:15 at the Dennison Library Audi- 
torium, Colorado General Hospital. 


The Hospital Service to the Physician 


Now in closing, I want to say that I know some 
of your problem. I know you seldom get any 
praise for your good work, and often much criti- 
cism for unavoidable errors, and of course your 
feelings, at times, are not charitable toward the 
rank and file of the medical profession. But I can 
truthfully say that in the 17 years I have prac- 
ticed medicine in Denver, 99 per cent of my hos- 
pital work has been done in the five big hospitals, 
I and all of my patients have had good service. | 
have never had cause to kick or cuss out the su- 
perintendent. I have gone to the superintendent 
a few times requesting some change and have 
been treated courteously and had my request 
granted if it was possible. 


Again I want to say, I believe that if the presi- 
dent of the staff sits in on your board meetings, 
learning what your problems are, and if we, in 
turn, freely discuss our problems with you, we 
will come to a more sympathetic understanding, a 
more harmonious atmosphere, and will accomplish 
more in the care of our patients in this undi- 
vorceable relationship of hospitals and medical 
profession. 





The Alton Memorial Hospital 


The Alton Memorial Hospital was dedicated by 
Bishop Ernest Lynn Waldorf of the Methodist 
Episcopal Church, on November 2. This new in- 


THE ALTON MEMORJAIMHOSPITAL 
ALTON, ILLINOIS’ 


MADE FROM 
THE ARCHITECTS’ DRAWING 


stitution built by Miss Eunice C. Smith and her 
sister, Mrs. Ellen S. Hatch, as a memorial to their 
parents, Mr. and Mrs. William Elliott Smith; cost, 
with its grounds and equipment, a million dollars. 
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The new hospital starts off with an endowment 
fund of $419,000, the large part of which, was 
contributed by Miss Smith and her sister, but in- 
cludes a gift of $100,000 from an anonymous 
donor. 


The buildings are of colonial architecture, two 
stories in height, and have a capacity of seventy- 
five beds. 


MADE FROM 
THE ARCHITECTS’ DRAWING 
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Personality and Psychology in the Hospital 


HARVEY AGNEW, M.D., F.A.C.H.A., Toronto, Canada 


which the hospital of today must manifest— 

efficiency, charity, the scientific spirit, and 
progressiveness, to mention but a few. None of 
these, vital though they be, are in themselves suf- 
ficient to permit the hospital to attain the complete 
confidence of the people and so be able to serve 
their many health needs. The hospital must have 
a positive personality—must be one that inspires 
confidence, makes and retains friends, becomes 
one’s first thought in time of emergency and be- 
comes an essential and vital part of the life of the 
community, yea, even of the individual. 


T snien are many qualities and attributes 


Personality, actually, may not be as funda- 
mentally essential as a highly trained staff, com- 
petent nurses and supervisors, good equipment 
and efficient organization, but of what value are 
all these if the public, through lack of confidence 
or sympathy, does not patronize or support the 
hospital? 


Personality is a very complex factor at any time 
and, particularly in the case of an institution, it 
defies analysis. But we do know that this abstract 
quality called “personality”’ will do more to deter- 
mine the attitude or the confidence of a patient 
than all the equipment or post-graduate training 
proudly possessed by a hospital or its staff. We 
do know that years are required in its formation 
and that, despite this, one thoughtless or tactless 
action or omission by one of the many members 
of the hospital family may undo for a long time 
the careful efforts of others. Moreover, confidence 
is a plant of very slow growth and one that is 
easily withered. 


It cannot be emphasized too strongly that the 
development of a hospital personality represents 
team work. It is the personal responsibility of 
every person on the staff to further the confidence 
of the patients, and of the public at large, in the 
hospital. Naturally it is a heavier responsibility 
upon those who have frequent contact with pa- 
tients and with the public generally, but even 
those who never have contact with the patient can 
do their share by maintaining all services at max- 
imum efficiency and by impressions conveyed to 
their own social contacts. 


Psychology of Hospital Relationships 


The Patient—This, then, leads us to consider 
the psychology of hospital relationships. Most of 
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the public criticism of hospitals could be eradi- 
cated if proper psychology were consistently ap- 
plied in our public relationships. Of primary 
importance is the psychology of dealing with 
patients. We all know that patients who are phys- 
ically ill are also mentally ill and that most people 
are suspicious of hospitals, to say the least, and 
perhaps prejudiced against them. The patient is 
introspective, anxious, and critical; his illness is, 
to him, the most stupendous event since Noah or- 
dered all hands ashore. He is impressed by minor 
incidents—a hasty, impersonal and, to him, indif- 
ferent or even callous reception, at the hospital; 
an unprepared room; or perhaps the room, or the 
bed itself, too cold; apparent delay at time of ad- 
mission; a lukewarm meal or a curt command. 


The reaction of a patient can never be reduced 
to a formula. The hospital attitude must be deli- 
cately balanced, a mixture of cold science and 
warm compassion; of hard-headed business econ- 
omy and cost disregarding charity ; of administra- 
tive efficiency and yet with methods of such 
flexibility that the efficiency is attained without 
friction or rancour. 


The best hospitals today give us many object 
lessons. The doorman simply breathes cordiality ; 
the admission clerks could not be more solicitous ; 
the touch of the nurses is as gentle as sleep itself; 
the interns and technicians have the dexterity of 
magicians as they extract blood and spinal fluid; 
even the maids and cleaners seem to be trained in 
deportment and courtesy. Everybody in such hos- 
pitals has developed “graciousness’”—an almost 
forgotten characteristic in this age of cold effi- 
ciency and plain dealing. 


Patients appreciate too the frequent visits by 
the supervisors and administrators and the efforts 
of the dietitian to make their meals attractive. 
An official “hostess” can do much to comfort the 
patients. They like the information booklets 
issued to them, the tactful way in which the neces- 
sary business arrangements are completed, the 
care taken of their clothing and valuables and 
the tea served to anxious relatives; the routine 
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use of a “satisfaction slip” enables prompt correc- 
tion of many overlooked details. A recent writer 
very aptly referred to “the significance of the 
seemingly insignificant’’. 


The Psychology of Dealing with Relatives— 
This is the rock upon which many hospital ships 
founder. The day of forbidding iron clad prison 
regulations is definitely over and patients are 
rightly treated as guests, not as inmates. True, 
from the viewpoint of the busy nurse or the 
housekeeper, relatives may often appear as un- 
mitigated and not always necessary nuisances; 
nevertheless, much latitude and, always, the ut- 
most courtesy must be shown. Much responsibil- 
ity for creating a favorable impression rests upon 
the nurse and the intern, who bear the brunt of 
so many interrogations. Full explanations (where 
indicated) must be carefully and patiently made. 


The information clerk and the switchboard 
operator have an amazing influence, too, in mould- 
ing public opinion. The utmost care must be 
exercised in selecting personnel for these po- 
sitions. 


The Medical Staff—The medical staff presents 
its own particular psychological difficulties and 
administrators realize only too well that more 
superintendents have come to grief over these 
problems than because of any other. The situa- 
tion is especially difficult too for the-lay or nurse 
administrator. Medical men as a class are in- 
clined to be individualistic—their work makes 
them so—théy are naturally sensitive to any 
aspersions or reflections on their ability or reputa- 
tion and consequently are jealous of their prerog- 
atives. Moreover they are usually overworked, 
tired, and irritated by the continuous impositions 
of thoughtless or selfish patients. By far the best 
plan is to let the medical staff work out its own 
problems; only if it fails should the trustees step 
in. Staff organization should be encouraged, ade- 
quate facilities provided, and everything done to 
encourage a progressive and scientific atmosphere. 


Sympathy with administrative difficulties and 
support of diagnostic and therapeutic services can 
be developed by occasional talks to the medical 
staff and by periodic, carefully worded, circular 
letters. The subject of records requires the 
utmost tact and diplomacy on the part of record 
committees. 


The Personnel—The handling of personnel is 
an art. Fortunate indeed is the hospital with an 
administrator and board of trustees so qualified. 
The inter-relationship of the personnel must be 
carefully planned; duties must be so assigned 
that there is a maximum of team work yet ample 
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scope for individual development. Departments 
must have a certain amount of, but not too much, 
autonomy. Overly democratic camaraderie on 
the one hand and overly strict discipline on the 
other must be avoided; centralized authority must 
be promptly effective and ungrudgingly recog- 
nized. Above all there must be a family spirit, a 
feeling that each one is working with esprit de 
corps for the patients and for the hospital. 


Loyalty is most manifest when all dealings are 
fair and judicial; when eavesdropping and tale- 
bearing are discouraged; when situations are 
promptly settled but not before both sides are 
heard; when nagging is avoided and when the 
latch string of the office door is always out. - 
Trustees and administrators must bend back- 
wards in avoiding those personal friendships and 
intimacies which might lead to possible accusa- 
tions of favoritism, no matter how unwarranted. 


A loyal staff can be developed, too, by placing 
more responsibility upon them. That implies 
taking them into one’s confidence. Regular de- 
partmental or staff conferences stimulate self- 
respect and responsibility. A spirit of coopera- 
tion soon replaces that of resentful independence, 
so characteristic of certain people. The impor- 
tance of the major objective—the welfare of the 
patient—and the menace of egocentric behavior- 
ism should be thoroughly appreciated by all. Those 
who persistently fail to cooperate should be 
replaced. 


The Community—And finally there is the psy- 
chology of dealing with the community. This is 
an era of advertisement and the devil often does 
take the hindmost. Your publicity program may 
well include an annual report of the modern 
graphic type (not of the soporific waste-basket 
variety) ; talks to various organizations; a good 
Hospital Day program; and systematic, not spo- 
radic, press-publicity. Your press relationships 
should be carefully developed. Reporters and 
editors are very human; they appreciate cour- 
tesies and, if they are frequently permitted to 
share your confidence, will almost invariably re- 
spect your wishes and the ethics of the situation. 
Governmental relations, state or provincial and 
local, must not be overlooked. Play fair with these 
bodies, but do not play politics. Prompt, full, and 
unequivocal returns are appreciated and the effort 
will be repaid a hundredfold, when some legisla- 
tive protection or other support is desired. 


Furthermore there is a right and wrong way 
of dealing with other hospitals. If it pays indus- 
try to work together, how much more vital is it 
for hospitals to develop the same team spirit! 


Has your hospital a positive personality ? 
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Modern Social Work in a Children's Hospital 


RUTH WEAVER, M.D., Philadelphia 


cine, social service is in its infancy. In 

this country, the earliest outstanding 
contribution to its development was made by Dr. 
Charles P. Emerson in his work with the medical 
students at Johns Hopkins University. 


A S COMPARED with the practice of medi- 


Realizing that medical training might well in- 
clude an understanding of the patient’s back- 
ground and standards of living, he organized a 
group of students for social training. His primary 
aim, however, was not service to the patient but 
education for the student. 


Dr. Emerson’s work preceded the hospital social 
service movement established a few years later. 
In 1905, Dr. Richard C. Cabot of Boston in seek- 
ing to improve dispensary practice introduced the 
social worker into the hospital. He found that 
with her help it was possible to make more accu- 
rate diagnoses and to give more effective treat- 
ment as medical and social interest are so closely 
interrelated. 


Today, every hospital has a department of medi- 
cal social service. While workers in this field are 
still pioneers to some extent, they have developed 
a certain amount of uniformity and have learned 
to fit into the place of greatest usefulness. The 
social worker sees the patient not merely as a 
sick individual needing and receiving medical at- 
tention but as a member of a family or a com- 
munity that may be affected by his ill health. 
This is comparable to the doctor who regards 
the pathological condition in the patient not as a 
separate entity but as something affecting the 
whole body. 


Restoring the Sick to Health 


Let us review for a moment the activities of a 
hospital and the part that the social service de- 
partment plays in its program. Every hospital 
should service the community in which it is lo- 
cated and its first responsibility is to restore the 
sick to health as far as possible. An equally im- 
portant objective is maintenance of health and 
prevention of disease. 


A children’s hospital has these same responsi- 
bilities but in addition it must gain the confidence 
of the parents and in many instances overcome 
their ignorance and superstitions. If a child is 
cured of serious illness in a hospital or has had 
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a successful operation performed, the parents 
learn to have faith in that institution and are 
more receptive to health teaching after such a 
contact. 


Good health in childhood contributes in large 
measure to efficiency and success in later life. It 
is a fundamentally sound principle to attempt to 
keep a child well rather than to treat that child 
in the hospital ward should he become sick. 


Health Education and Preventive Clinics 


What institution is better fitted to prevent dis- 
ease and promote health than a hospital? To be 
successful in this, however, it must have a well 
planned program of health education and must 
conduct preventive clinics. Here is where the 
medical social service department plays an impor- 
tant role. It helps to prevent disease, to promote 
health, and when necessary, to adjust family prob- 
lems. It coordinates the various departments of 
the hospital and through home visits obtains val- 
uable information about the family and its en- 
vironment. 


The Services of the Medical Social Worker 


The medical social worker is an invaluable cog 
in the machinery of an adequately managed hos- 
pital. Her duties are numerous and she must be 
versatile to accomplish them. I should like to 
describe briefly some of her more important 
services. 


In the first place the social worker brings to the 
attending physician a complete social history of 
the patient, including personal, family, and envi- 
ronmental factors. She helps him to get a well 
rounded picture of the case which aids in better 
diagnosis, more effective treatment, and more 
rapid recovery. Her study of the case helps also 
in determining the disposition of the patient by 
knowing whether home conditions are satisfactory 
or not for convalescent care. Her second function 
is to act as interpreter between the doctor and 
the child or his parents. She explains to the par- 
ents the recommendations made by the physician 
as to aftercare either on discharge from the ward 
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or in the out-patient department. It has been the 
experience of many of us that even when the most 
explicit directions are given, mothers sometimes 
fail to understand them. They dislike admitting 
this fact and it is discovered only through the 
worker’s home visits at which time it is remedied. 
Her third and one of her most important duties is 
to act as a health educator. It is difficult for the 
doctor to carry on the work of education alone. 
Time is not adequate in the clinics to give as much 
attention as some cases need for complete under- 
standing of directions. Nor does he have the inti- 
mate contact with the family that the worker 
who visits the home has. Consequently the doctor 
depends more and more on the medical social 
worker for help along educational lines. 


The social worker must teach the mother the 
principles of child hygiene, the need for cleanli- 
ness, the value of sunlight, fresh air and rest, the 
proper selection and preparation of foods, the need 
for isolation in case of infection, the development 
of good health habits as well as many other mat- 
ters of importance. She must keep in mind, how- 
ever, the danger of giving too much information 
for the mental capacity of the family and thus 
increase their confusion. It is far better to con- 
centrate on only one health message at each visit, 
and to make it appropriate to existing conditions. 
In this way the mother will be able to grasp the 
lesson, will probably remember it and act upon it. 


As part of her field work, the social worker tries 
to discover the source of disease and to eradicate 
it. In most instances the actual cause is parental 
mismanagement which can be overcome only by 
education. Parental inadequacy often obstructs 
health progress. Many times the social worker 
will see emotional factors overwhelm intelligent 
reasoning. A parent educator must have sound 
common sense in order to steer a middle course 
and obtain good results. 


The Social Worker as a Sales Person 


The social worker is actually a salesperson who 
sells service—an important part of which is edu- 
cation. While she gives the mother a good fun- 
damental knowledge of health, yet she does not 
deal in generalities alone but helps the mother to 
solve definite problems. 


As a parent educator the opportunities of the 
social worker are unlimited. In order to gain the 
confidence of the mother so as to be able to teach 
her and give her encouragement the worker must 
have tact, personality, patience, and perseverance. 
These qualities are valuable too in helping her to 
promote a more complete understanding and bet- 
ter cooperation between the patient and the 
doctor. 
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To this end, the worker should make ward 
rounds, at times with the attending physician as 
well as assist the clinician in the out-patient de- 
partment both in curative and preventive dispen- 
saries. While this plan is not always practicable 
it is always beneficial. It helps the doctor to have 
a better knowledge of the social conditions and 
permits the worker to get first hand information 
as to the treatment prescribed. 


Training the Medical Social Worker 


Having considered some of the more important 
duties of the medical social service worker, we are 
now faced with the problem of determining her 
training. There is considerable difference of opin- 
ions as to the requirements necessary for a good 
social worker. Generally speaking there are two 
main schools of thought. One believes that the 
trained social worker is more effective while the 
other prefers the trained nurse. The ideal per- 
son might be regarded as a combination of the 
two; namely, a registered nurse with special train- 
ing in both public health nursing and in‘: social 
service. 


As the medical social service worker deals prin- 
cipally with health conditions and problems, the 
supporters of the trained nurse feel that she is 
better qualified to produce good results in this 
field. In visiting the home she is more aware of 
the difficulties encountered by the mother in re- 
gard to health habits and preventive measures. 
Because of her medical training and background, 
she is quicker to note any deviation from the nor- 
mal. For this reason, she is more likely to encour- 
age the mother to take her apparently well child 
to the health clinic for early examination and 
preventive treatment. Her fundamental knowl- 
edge of medicine makes it possible for her to an- 
swer questions on health subjects more clearly 
and more accurately. She is also more efficient at 
directing home nursing care should the need arise. 


The supporters of the trained social worker feel 
that while she has no background of nursing, 
still she is better equipped to deal with the social 
problems of the family. A satisfactory adjust- 
ment of such conditions does contribute toward 
better health and happiness in the home. They 
believe, too, that there is the possibility of the 
trained nurse overstepping her bounds and inter- 
fering to some extent with the delicate relation- 
ship between the doctor and the patient. Espe- 
cially is this considered likely when illness exists 
in the home rather than when only health educa- 
tion and social readjustment are needed. 


Choosing the Medical Social Worker 


As previously suggested it might be ideal for 
hospitals to employ social workers who are regis- 
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tered nurses with special training and experience 
in both public health nursing and social service. 
As the finances of most institutions are rather 
limited, it is hardly possible for many of them to 
engage such highly trained persons. They must 
choose the type of worker best fitted for their 
own particular needs. 


It is generally conceded that one of the major 
functions of a social service department is pre- 
vention of disease and promotion of health. Since 
the health factor is so predominant, it is my per- 
sonal opinion that the social worker should be a 
registered nurse with some knowledge of public 
health nursing. She should be sufficiently consci- 
entious and progressive enough to take a course 
of training in social service. 


The Qualities the Social Worker Must Possess 


Regardless of whether her nursing training or 
her social service training is considered of more 
importance, to be successful the social worker 
must possess certain inherent qualities. It should 
be remembered that she deals mainly with the 
“underprivileged classes.” In order to be neither 
condescending nor dictatorial, she should be a 
person of culture and refinement and should have 
a goodly amount of sound common sense and a 
sense of humor. Too often the cooperation of a 
family is lost or the confidence of a child is de- 
stroyed through the tactless approach of a worker. 
She should realize that poverty does not dull the 
sensibilities nor ignorance destroy feeling. These 
people deserve just as much consideration as per- 
sons in better circumstances, and should always 
be treated kindly and courteously. A person who 
is intolerant or impatient should never enter the 
field of social service. 


The Social Worker as an Asset to the Physician 


A capable social service worker is a great asset 
to the physician, to the patient, to the hospital, 
and to the community. She is in the unique posi- 
tion of being able to help everyone concerned with 
aiding the patient to regain his health and read- 
just his social conditions. She is an indispensable 
part of the hospital personnel. 


Group Education of Parents and Children 


Another activity of a children’s hospital usually 
assigned to the social service department is group 
education of parents and children. Regular eve- 
ning meetings are conducted for both mothers and 
fathers when qualified speakers address them on 
various pertinent health subjects. Every effort 
is made to have these talks short and pointed. 


December, 1937 


Informal discussion helps to clarify many issues. 
These meetings are valuable not only for promot- 
ing health education but also to stimulate social 
intercourse among the parents. They are encour- 
aged to contribute to the program by entertain- 
ment of their own devising. 


Children’s classes consist of afternoon meetings 
at which health talks are given as well as plays 
and games which convey some health message. 
These group meeting arouse the interest of the 
child and make him more willing to attend the 
health clinics. 


Cooperation With the Various Hospital Divisions 


Since the social service department is concerned 
with a continuous piece of preventive work, it 
must coordinate or cooperate with the various 
divisions of the hospital, especially the ward 
service and the out-patient departments, both cor- 
rective and preventive. Its organization must be 
so flexible that it can serve all divisions to the 
best advantage. 


To this end, it might be helpful to have depart- 
mental conferences with both the medical and 
nursing staffs to present and analyze the activities 
of the social service department. This would lead 
toward mutual understanding and better harmony 
between the various departments. Their problems 
and difficulties could be discussed and plans made 
for future practices on a better basis. 


The social service department should cooperate 
not only with the separate divisions within the 
hospital but with outside agencies. It should bring 
to the patient the community resources that will 
be most effective in promoting his return to 
health. The worker must know what agencies are 
available both public and private as well as how to 
obtain their services. 


There are many phases of hospital social service 
work that I have not touched upon in this brief 
paper, but I have tried to bring out some of the 
points that seemed to me, in my work in a chil- 
dren’s hospital, to be outstanding. 


There is an intimate relationship between the 
medical and social conditions of a patient and 
neither side can be overlooked. The social diagno- 
sis is just as important in many cases as the 
medical diagnosis. It is easy for a doctor to exam- 
ine a patient and give advice but this may only add 
to already existing burdens. A thorough knowl- 
edge of the case as revealed by the social worker 
will help him to outline a good working program. 
The closer the cooperation between the physician 
and the social worker, the greater will be the 
benefit to the patient. 





The Laboratory of the Hospital and 
Out-Patient Department— 


Maximum Service to Patient, Doctor and Community 


E. L. HARMON, M.D., Cleveland, Ohio 


ingly complex pursuit during the last 

thirty-five years. The days of the old 
time physician whose bedside working equipment 
included what he could carry in a couple of saddle 
bags or in the rear deck of his horse drawn car- 
riage have probably gone forever. During a rela- 
tively short period of time progress in medicine 
has been so great and so rapid that formerly un- 
heard of or rare laboratory procedures have be- 
come common and routine. While it is perhaps 
too early to attempt to evaluate what all the diag- 
nostic and treatment adjuncts available to the 
physician today mean in terms of the health of 
the nation, sufficient convincing evidence exists 
already, to make all who are interested in the 
public health concerned with the more ready avail- 
ability of all types of medical laboratory services 
to those who need them. 


M nee practice has become an exceed- 


Laboratory Service Centralized in the Hospital 


It is only natural that with the existence of the 
modern hospital it should have and has in large 
part become the place in which facilities for most 
types of laboratory service have been centralized. 
It is true that many physicians’ offices are more 
or less completely equipped to render certain types 
of service within the given physician’s field. The 
gastro-enterologist, for example, will probably 
have in his office radiographic and fluoroscopic 
equipment, in addition to facilities for the per- 
formance of the more common microscopic and 
chemical analyses of gastric contents, blood, and 
body excretions. He will, in all probability not be 
equipped to perform electrocardiograms, cysto- 
scopies, or various other procedures unrelated to 
his specialty, but the need for the performance of 
which he will frequently encounter in his patients. 


The general practitioners, who still comprise 
about fifty-six per cent of all practicing physicians, 
are much too busy to be skilled in the performance 
of many intricate procedures, although they may 
be perfectly competent to treat the case after 
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certain scientific determinations have been made. 
Furthermore, it would be financially impossible 
for them to be able to afford all of the various 
types of laboratory equipment and the skilled per- 
sonnel necessary to their use in their offices. 


With the growth and development of numerous 
hospitals as teaching centers operating in conjunc- 
tion or affiliation with recognized schools of medi- 
cine we find in them probably the greatest accumu- 
lation of laboratory equipment and facilities exist- 
ing anywhere. There will be facilities for the 
performance of all the commonly required and 
routine types of service, as well as for procedures 
which are in process of being developed experi- 
mentally. From this type of center where labora- 
tory facilities are most highly developed we can 
go through the complete range of hospitals as they 
exist today, and find a surprising amount of avail- 
able laboratory equipment, even in the smallest 
rural hospital. Furthermore, we will frequently 
be surprised to discover the amount of judicious 
usage being made of such equipment. The hos- 
pital must of necessity be equipped to perform 
many types of laboratory examinations. A given 
item of equipment may be little used but it may 
be badly needed at any hour of the day or night 
for the care of a bed patient. Inasmuch as such 
equipment is necessary to the modern hospital, it 
would seem economically sound and advantageous 
to patient, and physician alike to give this equip- 
ment maximum usefulness in the community, with 
as little duplication as possible of certain highly 
specialized types of equipment. 


In speaking of the hospital laboratory I use the 
term generally to include all types of clinical and 
investigative services considered desirable or 
necessary today as adjuncts in the diagnosing and 
treating of the physician’s patients. It will in- 
clude everything from the simplest routine blood 
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count to the most complicated bio-chemical or 
tissue section study of which medical science is 
capable, to the x-ray laboratory, and the metab- 
olism and electrocardiographic services. 


It is not my purpose to attempt to describe my 
concept of the ideal hospital laboratory for a given 
type of hospital, in a certain locality. I am a 
firm believer in the ability of the hospital and 
its staff to determine what is most suitable in the 
way of laboratory space, amounts, and type of 
equipment, and its location with respect to the 
layout of the institution. All such require- 
ments will vary with the hospital, and frequently 
needs must be compromised to expediency as 
dictated by financial resources and other practical 
considerations. 


More Extensive and Judicious Usage of 
Laboratory Facilities Needed 


I should, however, like to enter a plea for the 
more extensive and judicious usage of whatever 
laboratory facilities the hospital affords the com- 
munity, for the benefit of the doctor and patient 
alike. The question of the amount and type of 
laboratory examinations necessary for a given ill- 
ness cannot be settled to any degree of satisfac- 
tion. In this the opinion of the attending physi- 
cian must be the final determining factor in almost 
all instances. 


There are many laboratory examinations which 
are done routinely on all patients admitted to the 
hospital. As a minimum there will commonly be 
a complete blood count and hemoglobin determina- 
tion and urine analysis to include specific gravity, 
color, appearance, acidity or alkalinity, presence of 
sugar and albumen, and a microscopic examina- 
tion of the sediment. This much is routine at 
most hospitals which attempt to qualify to the 
standards imposed by various medical organiza- 
tions. These procedures, incidentally, are not re- 
quired to give the technician or the intern some- 
thing to do; they have been found to reveal cer- 
tain danger signs, often unsuspected but fre- 
quently shedding considerable light on the diag- 
nosis or treatment of a case. Other additional 
procedures have become routine in many hospitals, 
such as the performance of blood Wassermanns or 
one of the other clinical laboratory tests for 
Syphilis. The discovery of eighteen cases with 
positive or questionable serology in a group of 
119 individuals with no clinical symptoms as was 
done at my own institution recently, justifies, in 
my opinion, routine blood serology. If the ratio 
of incidence of syphilis generally were only one- 
tenth of this, such a routine would still be justi- 
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fiable from a community and public health stand- 
point. 


Further procedures of a more or less routine 
nature suggest themselves such as bleeding and 
clotting times and blood typing with suitable 
donors readily accessible in certain types of surgi- 
cal cases. 


We could go on at considerable length in a con- 
sideration of what worth while procedures are or 
should be in general routine use, but I believe we 
shall find subjects more interesting to us by di- 
recting our attention along other lines. 


Laboratory Facilities Should Be Available to the 
Rank and File 


To hospital people the claim that the very rich 
and the very poor receive the best medical care 
has become an old story. If the facts were readily 
available I am afraid we should find this state- 
ment to be only too-true. Those of us familiar 
with the operation of large out-patient depart- 
ments in teaching institutions may sometimes 
think there is no end to the amount of expensive 
laboratory services our staff can use upon our 
clinic patients, often justified in the name of 
teaching or scientific thoroughness. And yet in 
our less hectic moments I am confident that none 
of us would have the temerity or wish to discour- 
age the thoughtful ordering of many laboratory 
procedures by the clinician. The problem is to be 
as certain as possible that the request was 
thoughtfully made. We are willing to countenance 
a reasonable number of injudicious laboratory re- 
quests, if they do occur, to be on the safe side 
so far as the patient is concerned. One failure 
to take a skull x-ray in a case which later proves 
to have a skull fracture will do the hospital more 
harm in its community than the savings resulting 
from ten x-rays not taken in questionable cases 
will do it good. 


If on our public wards and in the out-patient 
clinics increasing thoroughness in the usage of 
laboratory facilities in diagnosis and treatment is 
justified, and I believe it to be, should the hospital 
not seriously consider ways of making the same 
services more readily available to the rank and file 
of the community? It is my firm opinion that 
much can be done in this area which will be of 
tremendous benefit to patient, physician, and 
hospital. 


Unfortunately, the problem boils down to an 
economic one. Nearly every hospital with which I 
am familiar has various types of expensive lab- 
oratory equipment available but used to only a 


29 





small portion of its maximum usefulness. In the 
public and private voluntary hospitals this equip- 
ment has been provided either through public 
funds or private philanthropy for the use of the 
community the hospital serves. 


We have all seen many instances of delayed 
recovery of a patient from some illness resulting 
from the false economy which kept the patient 
from the hospital or laboratory. His physician, 
lacking the equipment necessary to perform the 
test in his own office, or the patient unwilling be- 
cause of the expense involved to follow his physi- 
cian’s advice in obtaining the recommended de- 
terminations, has unintentionally many times felt 
that the service would be desirable, but not abso- 
lutely necessary. Perhaps in some instances he 
can call on a colleague whose office affords the 
needed equipment, and often the patient recovers 
from his complaint without benefit of physician 
or laboratory. 


The sane answer to this problem is one of edu- 
cation of the public to include in their family 
budget a sum sufficient to tide them over the oc- 
casional illness which none can hope to escape. 


Unfortunately, the majority of people regard 
medical service of all types as something quite 
remote to their needs. Unfortunately also, it will 
probably be a long time until the public can be 
brought to see their health problem in the same 
light as we do in our closer association with it. 


What then can the hospitals do? At the risk of 
antagonizing a few of the members of its staff it 
can attempt to make its clinical laboratory services 
more readily available to the majority of the pri- 
vate patients of its staff members. I do not refer 
to the emergency case, who will be cared for in 
some fashion, but to the borderline case, or to the 
patient on whom the desired study stands a good 
chance of being negative. 


Adequate Equipment and Competent Technicians 
Necessary 


The first requisite is of course the assurance 
that all the laboratory services are competently 
directed, so that the physician himself trusts the 
information provided by the test. This implies 
more than a nominal medical director of the lab- 
oratory services with the technician free to con- 
duct the laboratory as he sees fit. It requires the 
supervision of the best available physician to the 
hospital who will be in a position to come to the 
rescue when the technician encounters difficulty 
or gets beyond his depth. Technicians should be 
competent, reliable, and well trained. The equip- 
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ment should be adequate for the various tests 
undertaken. 


Dependent on the size of the hospital and its 
layout there may be one central laboratory or 
the services will to some extent be departmen- 
talized, with the clinical laboratory, the chemical, 
electrocardiographic, metabolism and x-ray serv- 
ices all more or less separate units. The impor- 
tant factors, whatever the organization and loca- 
tion within the institution, are convenience and 
usability to all groups who are to be served. Some 
of the more expensive units such as x-ray, 
metabolism, and electrocardiography will serve 
the out-patient, the in or bed patient, and the 
private ambulatory groups from one central 
source. Lesser services such as bleod counts, 
taking of Wassermann specimens, etc., will usually 
be in subsidiary space units in the out-patient 
department and on the hospital wards. Too much 
emphasis cannot be placed, however, on the con- 
venient accessibility of the laboratories as a pri- 
mary requisite to maximum usefulness. 


The use of the various laboratories of the 
hospital by ambulatory patients should be en- 
couraged. This should not be done in an effort to 
pay the hospital deficit with the resulting income. 
It should be as an accommodation to the staff and 
the public who support the hospital and at a 
charge which is reasonable for the service needed, 
and only on request of the physician. 


If as the trend seems to indicate, medical prac- 
tice is going to rely increasingly on important ad- 
junct services, the hospital should be the center to 
which both physician and patient look for such 
facilities. It is an economic loss for all if the 
hospital electrocardiograph is used only occasion- 
ally, and some members of the staff are forced to. 
equip their offices with electrocardiograph ma- 
chines because the doctors’ average patient can- 
not afford to pay the charge for this service at 
the hospital laboratory. 


One doubts the soundness of the basis on which 
many of our hospital laboratory service charges 
have been made. Variations between hospitals on 
rates of charge for a particular laboratory pro- 
cedure support such doubts. Little effort seems 
to have been made to determine laboratory pro- 
cedure costs on anything except an exceedingly 
arbitrary basis. Even granting that something 
other than the hospital’s need for money 
originally set the price for a given service, it 
stands to reason that the performance of a greater 
volume of such tests would not increase the cost 
to the hospital in the same ratio if existing facili- 
ties are not used to capacity. It would accordingly 
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seem worth while to give consideration to possibly 
jowering rather than raising rates of charge for 
special items as a means of extending the hospital 
laboratory’s usefulness in the community. 


Inclusive Rate System of Hospital Charges 


One hesitates, in the brief time available to 
embark on a discussion of group hospitalization 
and inclusive rate systems of charge. These sub- 
jects cannot be avoided, however, in any serious 
consideration of the question of making the hos- 
pital laboratory more fully serve physician and 
community. 


We have seen during the last few years the 
rapid development of periodic payment plans for 
securing hospital service to the working classes. 
These, as hospital people know, merely represent 
a system of distributing the cost of hospital care 
for the average individual, and extracting that 
cost from the public on a nominal monthly pay- 
ment basis. In other words, it affords the public 
an opportunity to include hospital service in its 
budget, with someone else assuming the responsi- 
bility for collecting and expending such funds as 
the individual sets aside. 


The medical profession, quite rightly conserva- 
tive on the subject, has been slow to endorse these 


plans and to become enthusiastic over them. They © 


were fearful of certain abuses to which their 
patients might force them to become a party. 
Most of us who have had experience with group 
hospitalization in our own community have seen 
occasional instances of abuse or attempted abuse 
by patients demanding that their physician send 
them into the hospital unnecessarily, or to secure 
some laboratory service which could perhaps be 
secured on an ambulatory basis. Yet it has been 
my experience that instances of real abuses have 
been rare indeed. They are much more than offset 
by the opportunity for many individuals to secure 
more than the bare minimum of service needed 
without becoming clinic patients or semi-public 
charges on the open wards of our hospital. To 
whatever extent this has occurred, it has been 
worth while, to community, physician, and hos- 
pital, and group hospitalization has definitely 
helped in making the hospital laboratory approach 
maximum usefulness to those whom it serves. 


It has been my privilege for some years now to 
be intimately associated with the operation of an 
inclusive rate system of hospital charges for in- 
patient care. For this the hospital generally, and 
those on the firing line individually, have all been 
praised to the skies and damned to the nethermost 
depths. The praise and appreciation of our staff 
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and patients have far outweighed the adverse 
criticisms. Without going into the details of 
operation of the plan, it groups charges in such 
fashion that patients requiring much or little in 
the way of so called “extra” services all pay the 
same rate of charge. The patient needing much 
in the way of operating room, diagnostic labora- 
tory, and other services benefits; the individual 
requiring little or nothing in the way of extras 
loses, and the “average” patient, if there is such 
a creature pays about what he would under the 
old system. In addition to greatly simplifying the 
bookkeeping and eliminating arguments over the 
alleged exorbitant rate of charge for some “extra” 
service, the plan has enabled our patients and 
doctors to utilize our laboratory services more 
freely. Here again there is danger of abuse, and 
a negligible amount of such abuse has occurred 
but it is far outweighed by the advantages accru- 
ing to patient and physician. 


In any such development extreme care must be 
taken to make the plan financially sound, and to 
avoid attempting to divert patients from the pri- 
vate doctor’s office for some laboratory procedure. 
The staff must be kept informed of the purpose 
and objectives of the plan, and the hospital admin- 
istration will still be accused of attempting to 
ruin the roentgenologist, the private laboratory 
downtown, the corner pharmacy, or someone else. 
We believe such a system can be intelligently ad- 
ministered on an economically sound basis which 
will be fair to all concerned and still encourage the 
intelligent use of the laboratories and other serv- 
ices which the hospital was built to provide. 


Clinic May Become More of a Diagnostic Than a 
Treatment Facility 


I believe that the out-patient department of the 
hospital will in the future undergo a gradual 
transition. There may be fewer clinics in the 
future, and these confined to the larger teaching 
institutions. I believe that the clinic will become 
more of a diagnostic and less of a treatment 
facility for patients with limited means, with pa- 
tients being returned to the family or neighbor- 
hood physician for treatment. If this prediction 
proves to be correct, it will mean a further utiliza- 
tion of the hospital laboratories as a community 
service. Such a development would, in my opinion, 
be sound and worth while. The many expensive 
facilities found in the hospital would be more gen- 
erally used for a greater number of people, the 
medical staff would not be burdened with the 
month to month treatment of the uninteresting 
case, and the non-hospital affiliated practitioner 
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would be brought more closely into relationship 
with the hospital and its staff. It is conceivable 
that this would be of value to him, and quite 
likely that it would tend to elevate the prevailing 
level of medical practice in the community. 

I have purposely avoided any reference to state 
or government controlled systems of practice. 
There is much to be said on both sides of such 
questions. Illness is, or should be an individual 
matter, particularly if you happen to be the 
patient. Insofar as medical practice can be kept 
individualized in the relationship between patient 
and physician, the more satisfactory the results 
will be. The lack of such individual interest in 
many cases treated in large out-patient clinics to- 
day detracts considerably from the effectiveness of 
treatment attempted. I am confident that barring 
some major and radical upheaval in our social 
order, some system of private medical practice 
will continue in this country. On that assumption 
and believing there is much which hospitals can 
do toward extending their services to greater use- 
fulness under present systems of practice, I see 
no point in outlining an imaginary concept. of the 
place of the hospital and its laboratories if some 
government system of practice should descend 
upon us. 


Summary 


To summarize then, I submit for your considera- 
tion the belief that the hospital is the logical 


center of development of laboratory facilities 
requisite to the care of the sick of the community. 
This is because of the great variety of services 
needed for the scientific practice of medicine 
today, and the economic impossibility of a com- 
plete laboratory service being so generally avail- 
able to patient and public anywhere else. Present 
day hospital laboratories serve their community 
in splendid fashion, but there is need for an ex- 
tension of these services to make them of maxi- 
mum usefulness. Such extensions should include 
a development of the laboratory to serve more 
generally the ambulatory private patients of the 
physicians of the community, and a lowering of 
some of the economic barriers which often prevent 
the patient from securing quite all the laboratory 
service his physician would like to prescribe. The 
growth of group hospitalization plans and inclu- 
sive rate systems of charge bid fair to accomplish 
much in removing these barriers. <A transition 
of the hospital out-patient department from a 
treatment clinic to a consultation and diagnostic 
service for the patient of limited means, with the 
neighborhood physician continuing his treatment, 
is predicted. If and when these developments 
materialize, without benefit of State Medicine, 
wherein the patient’s care is not hampered by lack 
of necessary or desirable services, the hospital 
laboratory will be approaching its objective of 


maximum usefulness to patient, doctor, and com- - 


munity. 





Commonwealth Fund Supports Graduate 
Course in Hospital Administration 


The Commonwealth Fund has awarded a grant 
to the University of Chicago making possible the 
continuation of the graduate course in hospital 
administration which has been given for the past 
three years at the School of Business. The grant 
will provide for the preparation of study mate- 
rials, instruction, fellowships, and scholarships. 
The course will commence on January 3, 1938, 
and will be given in cooperation with the American 
College of Hospital Administrators. 

Physicians, nurses, and laymen holding the 
University entrance requirement of a bachelor’s 
or doctor’s degree are eligible to make application 
for the course. Many applications have already 
been received although the class is limited to eight 
students. 


Doctor Arthur C. Bachmeyer, Director of the 
University of Chicago Clinics, will be Director of 
the hospital administration course, assisted by 
Gerhard Hartman, Acting Executive Secretary of 
the American College of Hospital Administrators, 
who will serve as Associate Director of the course. 
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What So Rare as a Christmas Tree Party 
in June? 


Hospital administrators are constantly con- 
fronted with complex and unusual situations. 
L. C. Vonder Heidt, superintendent of West Su- 
burban Hospital, Oak Park, Illinois, found it 
necessary to reproduce the same conditions that 
existed in their lobby at Christmas time in 1935 
which of course meant the reproduction of an 
eighteen-foot tree with full decorations and light- 
ing effects. The primary purpose being to meas- 
ure the degree of light prevailing over a certain 
stairway where a visitor happened to fall, sustain- 
ing a serious fracture. 


To observe the facial expression of various un- 
suspecting visitors passing through the lobby on 
a balmy night in June under these conditions re- 
flected the incredulous and disbelief in their own 
eyes as well as prompting considerable mirth. One 
lady who could see the lighting effect from her 
window a half block away came in person to make 
sure there was no optical illusion. 
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The Aims and Purposes of Hospital 


Service Associations 


JOHN A. McNAMARA, Cleveland, Ohio 


ing of the American Hospital Association or if 

the general attitude of the hospital administra- 
tors present regarding hospital service associa- 
tions are any indication, something must be done 
and done promptly if this movement, started so 
bravely in the interest of all hospitals of the coun- 
try and progressed so rapidly in the urban cen- 
ters of the United States, is to survive. Hospital 
administrators were apparently too busy with 
other matters, too uninformed regarding a prob- 
lem in which all of them should be vitally inter- 
ested or too indifferent to give more than a few 
offhand surface thoughts to hospital service plans 
which according to the latest estimates are fur- 
nishing protection or partial protection against 
hospital bills for a million and more citizens of the 
United States and Canada. 


I STATEMENTS made at the September meet- 


The principal cause for alarm arises from the - 


fact that many of those gentlemen who have been 
chosen to direct the various hospital service plans 
throughout the country have but a limited knowl- 
edge of the philosophy of hospitalization, the re- 
lation of the medical profession to hospitals or 
the basic reasons for hospital service plans. 
Fantastic and breath-taking suggestions and re- 
ports of activities were made by men who uttered 
them either prophetically or as axiomatic truths. 
The discussion by the directors on means snd 
methods of inducing low-income groups to sub- 
scribe or on why low cost of operation is the first 
tule of effective service associations was limited. 
: Little was said which would in any way indicate 
that one of the reasons for the existence of hos- 
pital service plans was to enable people of average 
income and below to pay their bills for hospital 
services that in the past have been classed as free 
and part-pay work. Considerable time was spent 
in discussing how associations can keep from pay- 
ing hospital bills by the exclusion of certain types 
of cases or certain restrictions, which, it seems 
obvious, is defeating the very objects of hospital 
service plans. Considerable was said on various 
methods of exploitation and publicity, a great deal 
of which could not possibly be approved by any 
medical society and no right-thinking hospital ad- 
ministrators could help but recoil if such “patent 
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medicine” methods were used for the public re- 


lations program of their own hospital. 


It is not just to blame the directors of these 
plans because they may be unaware of what con- 
stitutes medical ethics and hospital standards. 
Among them are former school teachers, insur- 
ance salesmen, small business men, and fund 
raisers. They have never in the past been ex- 
pected to know much about hospitals. The blame 
lies squarely at the doors of hospital administra- 
tors and hospital trustees who have chosen per- 
sons, usually at inadequate salaries, to conduct in 
a dignified manner associations upon which may 
rest or fall the future fate of the hospitals 
themselves. 


The Purpose of Hospital Service Associations 


Hospital service associations were started so 
that adequate hospital care could be placed within 
the reach of low-paid workers at a price that they 
can afford and in a manner of payment convenient 
to them. The hospital’s interest is to furnish at 
cost this service to all subscribers in the type of 
accommodation specified in the association’s con- 
tract in the thought that many, if not the ma- 
jority, of the subscribers who are thus hospital- 
ized could not afford to pay any part or only a 
portion of the bill incurred for such hospitaliza- 
tion. 

The Low-Income Groups 


When an association ignores low-income groups 
because the director does not know how to get 
them to subscribe, and confines its efforts to en- 
rolling that class of people that in the past has 
always paid its hospital bills and that would un- 
doubtedly pay future bills, it is depriving the 
hospitals of what little profit they could have real- 
ized on such patients. How long does the hospital 
service association director expect that the hos- 
pitals are going to stand for such an unwarranted 
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loss? How long will associations survive if they 
take from the hospital rather than help the hos- 
pital? Where will this shortsighted director find 
himself five years hence? 


The Cleveland Hospital Association recently re- 
ported that 34.8 per cent of its subscribers were 
factory workers, 10 per cent retail store clerks, 10 
per cent city employees. The other groups of low- 
income to subscribe were visiting nurses, social 
service workers, hotel, restaurant and hospital em- 
ployees, making an estimated percentage of low- 
paid workers close to 70 per cent. But the Cleve- 
land plan is by no means satisfied. It hopes within 
a year’s time to show better than 80 per cent of 
its total enrollment confined to those classes 
who would be least likely to pay their hospital 
bills. 


Extravagance Should Be Avoided 


Another condition that exists in some cities is 
the lavish and reckless manner in which the di- 
rector spends money—not his money, mind you, 
but money collected from subscribers and held in 
trust for hospitals. Any unnecessary expenditure, 
whether it be for gaudy furniture, unneeded sta- 
tistics, self-aggrandizement, or exorbitant rents 
for office space in locations not warranted by the 
nature of the business, is wasteful and would not 


be tolerated by any sane business man or good 


hospital superintendent. The office of any hos- 
pital service plan should be viewed as a place to 
work out of, not a place where people are to call. 
It should be convenient but modest in its appoint- 
ments, and be more of a workshop than a reception 
room. 


The writer remembers with pleasure working 
for a publication located conveniently in an old 
house on a side street for the very same reason, 
i.e., that it should be a location where advertising 
salesmen could work out of, for few people called 
who were not selling something or looking for 
something. The American Hospital Association 
is well located for its needs on East Division Street 
in Chicago—a workshop of information, not a re- 
ception hall. 


Factories choose sites on railroads for their con- 
venience, while retail stores must have downtown 
locations. The first is sending its product out, the 
latter wants to induce people to come in. Some- 
times this waste comes in an over-abundance of 
cheap help and a disinclination on the part of the 
director either to contact employers or to speak to 
groups of employees. Directors in many cases 
feel that they should have no part of the “selling” 
—that it is undignified and beneath them. The 
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truth is that many of them do not know how to go 
about it, so resort to criticism of those who do, 
saying, for instance, that presidents of insurance 
companies do not go out selling insurance, etc, 
etc. It might be pointed out that it is a bad com- 
parison. Insurance companies have men on com- 
mission in all parts of the United States and 
Canada and the cost of selling insurance is ap- 
proximately 36 per cent of the premiums; where- 
as, the selling cost of plans where the director 
unbends to a point of working with the others in 
the office, are as low as eight per cent of the sales 
and thirteen per cent of the earned income. 


There are exceptions to the above, notably in 
New York City. When a plan reaches the size of 
the Associated Hospital Service of New York, the 
director cannot possibly go out on contact work. 
Even when this plan was half its size, it is un- 
reasonable to expect the director to do “leg work,” 
but a plan that has less than 150,000 subscribers 
most certainly should depend upon the director 
working just as arduously as any one of its other 
employees. New York is also exempt from other 
criticism because of the nature of its population. 
Manufacturing is not one of its major activities 
but large offices are, so that its enrollment differs 
from every other city in the country. For this 
very reason, it should never be used as a basis of 
comparison and those who do are making a mis- 
take that in a few years will cost the hospitals 
money and possibly find the director lending his 
abilities in some other direction. 


To the closed sessions of hospital service di- 
rectors held at the Ambassador Hotel during the 
convention of the American Hospital Association 
were invited directors of single hospital plans, 
those gentlemen who operate commercial plans, 
and the directors of ethical plans in the various 
cities. Perhaps it was because the sheep and the 
wolves were asked to “lie” together that the direc- 
tors of community-wide, non-profit plans made s0 


many wild statements. Perhaps these men were, 


astutely trying to mislead the unethical-plan man- 
agers who had been invited. It is a certainty that 
none of the commercial men made any contribu- 
tion either good or bad, and other than the chair- 
man, only one of the single hospital interests made 
any contribution which was in the form of a carp- 
ing criticism without hope of benefiting even the 
other single hospital plans. 


The Advantages of the Community-Wide, 
Non-Profit Plan 


As long ago as April, 1933, the American Hos- 
pital Association went on record as disapproving 
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single hospital and commercial plans and as late 
as June, 1937, the American Medical Association 
refused to give a blanket approval of group hos- 
pitalization because of them. The single-hospital 
plan is designed to make money for the hospital; 
it often constitutes a direct solicitation of busi- 
ness; it sometimes interferes seriously with the 
patients’ choice of hospital and very often his 
choice of physician, all of which has been con- 
demned by the American Medical Association and 
the American Hospital Association. The ethical 
community-wide, non-profit plan, operated by the 
hospitals themselves with the approval of the local 
medical society and with a definite understanding 
that doctors’ fees or attending physicians’ services 
shall not be included, forms the greatest barrier 
against state medicine that has been devised. 
Conversely, the plan operated by a single hos- 
pital is an encouragement to socialized medicine. 


It does not take very much imagination to vis- 
ualize the hospital in the regime of state medi- 
cine. The post of hospital administrator would 
become either a political plum or a civil service 
Government clerkship, with salaries regulated by 
Congress. 


The Fallacy of the Commercial Plan 


The frankly commercial plans are pathetic at- 
tempts set up by people who think they are going 
to make money. Sometimes they do when they 
meet weak competition, but it doesn’t take a very 
sharp pencil to figure that provided the hospital 
service association will operate on a low sensible 
cost, it is impossible for the commercial plan 
to meet them on the same footing and they can- 
not survive. Cleveland has had from the begin- 
ning three commercial plans, the largest of which 
obtained at one time, 1500 members. Two of the 
hospitals were foolish enough to extend credit to 
this organization and one lost $500.00 in unpaid 
bills and the other lost some few dollars less. 
Now Cleveland has two new ones that are about 
to try their luck and human nature being what it 
is with, in some cases, a wide streak of avarice, 
they may induce two other hospitals to extend 
credit and eventually fail to pay the bill. 


There are, at the present time, throughout the 
United States, five reputable insurance companies 
that occasionally write hospitalization insurance 
but who realize that they cannot compete with 
Well-run hospital service plans. The personnel of 
three of these companies in Cleveland subscribe 
to the hospital service plan operated by the hos- 
Ditals there. 
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Hospital Service Plans are the Hospital’s Own 


Hospitals must realize that service plans are 
their own plans—not some alien idea that they 
are going along with, but actually part of their 
institution—and must face the problems of hos- 
pitalization and understand what this gigantic 
movement is all about. They must realize that 
what the hospital service association does reflects 
the position of the hospital in the community—if 
the association director is weak and incompetent 
his approval means that the hospital adminis- 
trators of the community are weak and incompe- 
tent—if the publicity is blatant and “quackish,” 
it means that the community will believe that 
hospitals that approve this type of publicity are 
blatant and “quackish”—if the association direc- 
tor is extravagant with the subscribers’ money, 
the subscribers will believe the hospitals are ex- 
travagant—if the administrators and trustees 
condone single hospital plans, the public will be- 
lieve that socialized medicine as exemplified by 
these unethical plans is all right. 


When will the administrators realize their re- 
sponsibility? When will they rid their association 
of such liabilities? When will they begin to train 
men to direct plans economically and sensibly so 
that community, hospital and doctor benefit alike? 
When it is too late? 


Hospital Service Plans Do Not Promote 
Socialized Medicine 


From time to time we hear criticism of plans 
that are made by the uninformed or the “unin- 
formables” that should not go unchallenged. The 
statement is often made that hospital service 
plans are the opening wedge to socialized medi- 
cine and that the next benefit will be, adding the 
doctor’s fee. In Cleveland there is a written agree- 
ment between the Academy of Medicine and the 
Cleveland Hospital Service Association that no 
medical benefits shall ever be added. The Cleve- 
land plan pays only that portion of the cost of 
illness usually charged by the hospitals. That 
is, if a physician administers the anzsthesia he 
has a right to bill the patient for the professional 
services rendered, provided he is not on a salary 
basis. If the roentgenologist interprets the x-ray 
plate, he has performed a professional service 
and is entitled to bill the patient for his fee pro- 
vided he is not on a salary basis. It is illogical 
and unreasonable to blame hospital service asso- 
ciations for including the administration of anzs- 
thesia when done by a nurse anesthetist or in- 
cluding x-ray interpretation when the roentgen- 
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ologist is on a salary. If the hospitals are violat- 
ing medical ethics in either of these cases, the 
problem is theirs, not an association’s in which 
they participate. Service associations cannot, nor 
should they be expected to change the adminis- 
tration of the participating hospitals. In Cleve- 
land, the entire program was presented to the 
Academy of Medicine and approved before one 
contract was sold. 


Some critics claim that accident and health in- 
surance companies have proved over the years 
that service plans are uneconomic, yet almost in 
the same breath are agitated over what the hos- 
pital service associations are going to do with 
their large surpluses. They have failed to figure 
that insurance companies have an overhead ad- 
ministrative expense of from 28 to 36 per cent 
of their premiums, while the Cleveland plan is 
operated for about 13 per cent of their earned 
income. The liability payments of insurance com- 
panies and hospital service plans are about the 
same. 


Another illogical suggestion is that hospital 
service associations pay directly to the subscrib- 
ers instead of to the hospital. If this were the 
case, there would first be no incentive for hos- 
pitals to sponsor these associations and second, 
there would be no obligation on the part of the 
association not to contract with cheap doctors for 
the inclusion of medical services. 


Another critic suggests a $5.00 per subscriber 
reserve which has no logical basis. Plans should 
have the equivalent of three-months’ premium in 
reserve for each subscriber, but with the hospitals 
participating in the plan guaranteeing their ful- 
fillment of each contract, there is actually no re- 


serve needed for the subscribers’ protection, but 
it is necessary for the hospitals’ protection. 


Another argument is to the effect that insur- 
ance companies have found that those who are 
insured become “insurance minded” after a few 
years and want to collect, which is disastrous. 
One of the points that has been overlooked is that 
an accident and health policy pays direct to the 
policy-holder and by malingering, the person may 
make money, but when a subscriber under a hos- 
pital service plan contract benefits, it must be 
upon recommendation of a physician who must 
be paid; and in addition, the subscriber never 
receives money from the association. It is scarcely 
believable that physicians would dupe unsuspect- 
ing people into paying unnecessary doctor’s bills. 


One of the tenets that should never be lost sight 
of is that the administration of a hospital is sep- 
arate and apart from the practice of medicine. 
For lo, these many years the medical profession 
and the hospital administrators have worked har- 
moniously by following the simple principle of 
each minding his or her business. Hospitals have 
been made strong and capable institutions when 
the administrator and his trustees have pursued 
their own course, always mindful of the doctor’s 
interest. The medical profession has progressed 
during these pleasant relations likewise, and in 
a similar manner. The hospital furnishes to its 
staff the best facilities at its command, so that 
the medical practitioner may pursue his profes- 
sion conveniently and efficiently. The arrange- 
ment has been ideal for both parties. Nothing 
should be done to hamper either side in the fur- 
ther pursuit of the advancement of medical ethics 
and hospital standards. 
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New Detergents 


Under the above caption, Boedecker, writing in 
Laundry Age, describes the progress of Chemistry 
in its search for new chemical agents having all 
the desirable and none of the undesirable charac- 
teristics of soap. 


These substances, described under many differ- 
ent names, are fatty acid derivatives and the bet- 
ter ones possess many advantages over soap. 
They do not form insoluble compounds in hard 
water and they thus avoid the specks and other 
insoluble deposits in textiles washed with them. 
They are not decomposed by acid and thus pre- 
serve their detergent power even in the presence 
of hard water or acid. 
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They do not possess the shrinking or felting 
properties of soap and thus are safer and more 
efficient for the washing of silks, woolens, and 
fine fabrics. 


As yet production processes have not been suf- 
ficiently developed to bring the cost down to 4 
competitive basis with soap but much research is 
still in progress and the manufacturers hope soon 
to put them on such a basis. Meantime the textile 
industry is already finding use for them in selected 
processes. The laundry would do well to keep 
informed on their development especially for use 
with the more delicate and vulnerable fabrics or 
where water conditions are bad. 
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What Can Hospitals Do About the Shortage 
of General Duty Nurses? 


SISTER CYRIL, Colorado Springs, Colorado 


tion may be measured by its schools and hos- 

pitals. Our concern in this discussion lies with 
the latter institutions and we know that any com- 
munity which can boast of good hospitals is for- 
tunate indeed. But what makes a good hospital? 
Certainly not beautiful buildings. Brick and mor- 
tar are dead and meaningless without an active 
service within, and the most modern equipment 
is of no avail without intelligence to use it to the 
best advantage. The vital principle which con- 
stitutes the importance of the hospital is service 
tohumanity. This.it is which interprets its value 
to the community. 


[ IS often said that the progress of a civiliza- 


The Hospital Exists for Service 


The primary function of the hospital is, of 
course, the care of suffering humanity. Its sec- 
ondary purpose, the education of doctors and 
nurses, contributes to the same end, the welfare 
of the patient. These facts being evident, there- 
fore, that the hospital exists for service and that 
its every activity centers about the patient, it is 
equally clear that the fundamental duty of the 
hospital administrator is to supply to all who 
come within its walls the best possible nursing 
service at all times. 


Time was, and not so long ago, that the nursing 
service was anything but adequate, for the care 
of the sick was entirely in the hands of students. 
These students, who incidentally spent much time 
in the work of cleaning and scrubbing now done 
by maids, not only carried the general nursing 
load, but, regardless of experience, were used for 
profit to the hospital. I recall when students 
three months in the school were placed on special 
duty with a surgical or typhoid patient and the 
hospital in turn collected three dollars a day for 
this service. I often wonder if our schools in 
those days were organized for service to suffer- 
Ing humanity and education or were just groups 
of people attempting to get the work done at a 
minimum cost to the hospital. 


The Changing Order in Nursing 


Today, however, things are changed. It is im- 
Possible now to carry on a real nursing service 
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without graduate nurses for general duty in our 
hospitals. This need has been created, I believe, 
not only by the closing of many small nursing 
schools but also by the justifiable demands of the 
public for fully trained people to care for them; 
and most of all by the needs of doctors for quali- 
fied assistants to carry out the more complicated 
procedures now required of the nurse. Her 
present role in working with the medical profes- 
sion is of increased importance. She must have 
greater experience and a sounder technical knowl- 
edge than were required even a decade ago. When 
you consider that it is only fifty years since the 
physician refused to allow the nurse to use a 
clinical thermometer; only twenty years since 
there was a discussion about her ability to admin- 
ister hypodermic medications, and only a few 
years since it was unseemly for her to take blood 
pressure readings, all of which procedures are or- 
dinary routine for the nurse today, you can read- 
ily understand why the student cannot be de- 
pended on for the efficient carrying out of the 
dector’s orders. ‘ 


Accordingly we are faced with the vital fact 
that the general duty nurse is one of the most 
important members of the hospital staff and that 
graduates are necessary for this work. And here 
lies the problem. On all sides we hear loud lam- 
entations about the shortage of general duty 
nurses. The profession is even severely criticized 
and accused of losing the spirit of its calling in 
refusing to care for the sick in this way. It is 
my opinion that this criticism is unjustified and 
I make bold to state that there will be no shortage 
if certain practices are adopted by hospitals. The 
ones I suggest have been tried in our own insti- 
tution and in others with success. 


The Role of the General Duty Nurse— 
Its Importance 


First of all, it seems to me that the importance 
of the role of the general duty nurse has burst 
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upon us so suddenly that we have failed to realize 
the dignity of such work. Our first duty then is 
to create a new attitude toward it. As educators 
we must impress upon our students the advan- 
tages of this type of nursing with its assurance 
of steady work. There has been a certain demean- 
ing of the position of graduate on general duty as 
if this were an inferior type of nursing. This 
false attitude must be destroyed, and students, 
graduates, and doctors led to the conviction of 
its importance. Moreover, since the general duty 
nurse remains in the same institution for a long 
time she must be made to feel that she is an in- 
tegral part of the organization. She must know 
that she is working with the administrator and 
not for him. The work itself will appeal to her. 
After all, it is the actual care of the patient which 
is the objective of most young women when they 
decide on a nursing career. That the average 
nurse upon completing her training does not look 
forward to bedside nursing in a hospital as a 
career seems strange when the field has so much 
to offer. The conditions of living, opportunities 
for personal advancement and improvement must 
be made to compare favorably with those in other 
fields, and then, I believe, there will be a great 
demand for positions in this type of work. 


The Salary Problem 


In this regard, the first item to be considerea 
is the matter of salary, which in the past has 
often been too low. Many nurses who said they 
loved general duty had to refuse it because they 
could not live on the salaries offered. It is evi- 
dent, therefore, that the first need is adequate 
salaries. We cannot autocratically state a definite 
sum for every place, but certainly it should be 
in accord with the average in the locality and 
should bear some relation to the salaries offered 
in other types of service. We find that there is 
no shortage of applications, for example, in public 
health nursing. The salary is only $90 per month 
and still it is an extremely popular service. Pos- 
sibly other factors lend the attraction, such as 
new opportunities for experience, new responsi- 
bilities, etc. 


Our general duty salaries range from $50 to 
$75 a month with full maintenance and though 
we would like to do more, hospital costs are 
so great that the thought of additional sal- 
aries makes the weary administrator shake his 
head. A little explanation may enable him to see 
the matter in a more favorable light. Here is 
the plan we are using. Our nurses start at a sal- 
ary of $50 per month and maintenance or $65 
without maintenance and we use a graded scale, 
the salary depending upon the length of time 
spent and the responsibility the nurse assumes in 
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the organization. The steady income and assur- 
ance of an increase on the basis of experience, 
up to a maximum, are very attractive to any 
nurse. They give her a sense of stability and se- 
curity and the possibility of being able later to 
prepare herself for a more specialized field. The 
hospital also benefits greatly, since an incentive 
is created in the nurse for greater achievements 
in service. Moreover, increased experience is a 
factor whose value cannot be overestimated. We 
increase salaries five dollars every six or twelve 
months up to a maximum of $75 per month with 
complete maintenance, or $90 without mainte- 
nance. 


Whether or not it is better to offer salaries on 
a complete cash basis or as part cash and main- 
tenance is a debatable question. Personally I feel 
that the choice of living quarters should be left 
to the nurse. This matter includes the question 
of food and I really believe that if nurses receive 
a total cash salary and then pay for what they 
want in the line of rooms and food, we will find 
a much more satisfied group. If a nurse wants 
to live away from a dormitory, she should have 
this privilege just as people in other lines of work. 
If she is paying for her meals, she can eat with 
comfort away from the hospital knowing that she 
is not paying twice. Besides the satisfaction of 
being able to make her own living arrangements, 
she will be learning something of the economic 
aspect of living. So many who work under a 
complete maintenance plan know little of the real 
cost of living. Hence under this plan, I think it 
highly important that the nurse realize the full 
value of the maintenance and not accept it as a 
matter of course. The hospital in its turn has 
the obligation of providing comfortable and at- 
tractive living quarters to the nurse who chooses 
to live there. We have no right to take a young 
woman from a home of culture and place her in 
one which is poorly kept and where she may have 
to share a room with several others. 


Reasonable Working Hours 


In the next place the hospital must offer rea- 
sonable working hours. No nurse should be asked 
to work more than forty-eight hours a week. If 
the director of the nursing service can so arrange, 
the nurse should be permitted to state her prefer- 
ence for the day she desires off duty. Of course, 
this should be well in advance so as not to handi- 
cap the nursing service in any way. After a year 
she should be given two weeks’ vacation with pay, 
and greater satisfaction will result if the vaca- 
tion may be taken at the time best suited to the 
individual. Last year we permitted this, and 
nurses who were with us over a year were givell 
three weeks with pay. Arrangements also should 
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be made for illness. Two weeks a year are not 
too much to give of hospital care, and those who 
have been in service over a year should be al- 
lowed four weeks. They pay for medicines and 
extras, but board, room and nursing care are given 
by the hospital. Nurses becoming ill in line of 
duty in our organization are given the benefit of 
hospitalization. 


The Educational Program 


In addition to all this, an educational program 
should be established for the group. The gradu- 
ate nurse should feel that she is responsible not 
only for the care of the patient but that likewise 
she contributes to the education of the student. If 
staff conferences are held at a regular time every 
week and problems of common interest presented, 
itis surprising how sincere and earnest a group 
becomes and how ready they are to assume re- 
sponsibility. Besides this staff educational pro- 
gram, I believe that nurses should be encouraged 
to attend organization meetings. Last year we 
arranged for every one of our staff to attend the 
state meeting for one day and all expenses were 
assumed by the hospital. 


How the Hospital and the Patient Benefit 


So far I have considered this matter mainly 
from the viewpoint of the nurse, but what about 
the hospital? When all these factors are summed 
up the program may seem very costly to the hos- 
pital administrator. However, to my mind this 
is a cost which cannot be figured in dollars and 
cents. The figures may look large, but on the 
credit side see what you have—a satisfied, happy 
nursing personnel giving expert nursing service, 
which reflects credit upon the hospital because 
the result of this service does not remain within 
the hospital walls, but goes out far and wide. 
Satisfied patients never stop talking about their 
hospital experiences and this is the best type of 





advertising a hospital can have. The highest paid 
advertising can never do for an institution what 


one well satisfied patient can do. On the other 
hand, any amount of money spent for advertising 
will not bring returns if one patient leaves the 
hospital dissatisfied. The stability which will 
naturally result from a satisfied group will also 
be invaluable to patients, doctors and supervisors, 
all of whom dread a constantly changing group. 
The large turnover in nursing service which nat- 
urally ensues when there is constant changing is 
a very expensive mode of operation. 


Hospital administrators will have to be patient 
with this- problem and help to solve it through 
education and preparation. They must realize 
that this is a transition period, a stage which 
comes at times to every type of service. I be- 
lieve the nurses are willing to adjust themselves 
to the situation if administrators will meet them 
half way. United efforts will lead to ultimate 
solution. 


Possibly I have presented nothing new to your 
minds, but it is important that even the princi- 
ples which we have known for some time should 
be brought out from a state of obscurity and be 
made subjects of serious consideration. The most 
important factor in hospital work is its service, 
as I pointed out in the beginning of this paper; 
that service depends on the spirit of the hospital 
personnel, and if it costs more to produce the 
proper spirit, I firmly maintain that the returns 
will more than compensate for the output. We 
want an efficient, stable nursing group. Let us, 
therefore, provide that such service shall offer 
satisfactory economic return, personal security, 
and opportunities for professional and social de- 
velopment, and I am convinced that the problem 
of shortage will disappear and that hospitals will 
have waiting lists from which to select only the 
best to fill the positions on their general duty 
staffs. 





Michigan Court Upholds Flint Hospital in 
Its Right to Select Its Medical Staff 


In line with similar court decisions, in Illinois, 
Texas, and Wisconsin, Judge Paul V. Gadola, of 
the Circuit Court, upheld the right of the Board 
of Trustees of Hurley Hospital, Flint, Michigan, 
to designate who may practice in the hospital as 
long as the designation is made by class and not 
against individuals. 


The Court dismissed the motion of two osteo- 
paths of Flint, Michigan, asking for a court order 
allowing them to refer patients to, and practice in 
Hurley Hospital, a municipal institution. 
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Bellevue Hospital 


Bellevue Hospital traces its birth in 1736 to a 
small six-bed infirmary room which was part of 
the “Publick Workhouse and House of Correction 
of New York City.” 

In the spring. of 1816 it moved to Belle Vue 
Farm at East River and 26th. Street. 

Clinical lectures were started in 1857 and in 
1861 the Bellevue Hospital Medical College was 
founded. In 1898 it united with the New York 
University Medical College. The first ambulance 
service was started in 1869, and four years later 
the New York Training School for Nurses at 
Bellevue was organized. 
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Trends in General Hospital Services 
in New Jersey: 1929-1936 


EMIL FRANKEL, Trenton, New Jersey 


social and economic life of the people gener- 

ally during the last few years, likewise have 
left their imprint upon all health and welfare 
agencies, including the general hospitals, which 
are an essential link. To measure concretely these 
influences upon hospital services and costs, and to 
furnish a current record of the combined hospital 
work to the individual New Jersey general hos- 
pital, is one of the services rendered by the State 
Department of Institutions and Agencies, of 
which Commissioner William J. Ellis, well known 
throughout the hospital world, is the directing 
head. 


The hospital trend figures which are presented 
here are cold in themselves; but in them are re- 
flected manifold and difficult problems which have 
beset the hospital world during these trying years, 
which the hospitals have met courageously and 
on the whole successfully. What these problems 
were have been well summarized in the annual 
report of one of the New Jersey general hospitals 
which might be cited as quite typical :* 


“Between the years 1931 and 1936 the hospital 
has passed through the most severe crisis of its 
existence. As is true of all the necessities of life, 
adequate modern hospital care can be supplied 
only when sufficient funds are available. From 
1931 to 1933 our income decreased 30 per cent. 
In the same time patients decreased only 17 per 
cent. Funds available for the care of indigent 
patients decreased 41 per cent, whereas the de- 
crease in indigent patients was only 13 per cent. 
The largest contribution to the reduction of ex- 
penses was made by salary cuts, an unpleas- 
ant necessity which nevertheless was accepted in 
the best of grace by the hospital personnel. The 
nursing staff particularly was subjected to added 
duties and longer hours because of the sharp de- 
cline in the use of special private nurses. All 
these factors created a situation which taxed to 
the utmost the ingenuity and resourcefulness of 
the directors and the administration of the hos- 
pital, keeping in mind that whatever necessary 
economics were put into effect, nothing must be 


Tene INFLUENCES which have affected the 
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done which would deprive the sick of a single item 
of needed care or comfort.” 


Hospital Admissions 


The record of inpatient admissions of forty- 
three representative New Jersey general hospi- 
tals (excluding governmental and special hospi- 
tals) with a combined bed capacity of 8,295 from 
1929 to 1936 is shown in the following table: 


Ward Admissions 

Total Number Per Cent 
Inpatient of Total 
Admissions Number Admissions 


162,438 93,405 57.5 
157,382 93,728 59.6 
93,955 60.9 
92,154 61.0 
90,588 60.5 
86,226 55.4 
80,813 53.2 
75,365 52.2 


150,982 


Compared with 1929, the total inpatient admis- 
sions reached a high point in 1931, to recede some- 
what during the next two years (the increase be- 
tween 1929 and 1931 represented 7.8 per cent). 
From 1934 on the number increased to reach a 
new high in 1936. As a matter of fact, the year 
1936 shows the highest inpatient admission figure 
in the whole eight-year period. Ward patient 
admissions, on the other hand, show a continuous 
increase between 1929 and 1934 (an increase 
equal to 24.7 per cent) with slight recessions 
during 1935 and 1936. 


The relative proportion of ward admissions to 
total admissions, which was 52.2 per cent in 1929, 
reached 61.0 per cent in 1933 and since then has 
declined to 57.5 per cent in 1936. The proportion 
of ward admissions to total admissions, on the 
whole, has been larger in the hospitals under 150 
beds, than in those over 150 beds. 
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EACH SYMBOL REPRESENTS 150,000 PATIENT DAYS 
IN 43 VOLUNTARY AND 4 GOVERNMENT HOSPITALS 
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Per Cent Ward Admissions of 
Total Admissions 

Hospitals Under Hospitals 150 
150 Beds Beds and Over 

55.8 

57.4 

59.1 

61.0 

60.3 

55.2 

53.1 

51.9 


In comparing the trend in inpatient admissions 
as between the voluntary and governmental gen- 
eral hospitals, it will be found that with the deep- 
ening of the depression the governmental hospitals 
were called upon to render increasing services, 
but that with the improvement in the economic 
situation the voluntary hospitals again gradually 
came into their own. 


Hospital Patient Days 


During the period from 1929 to 1936, the total 
inpatient days show a considerable rise from 1929 
to 1931, then a drop between 1932 and 1934, to 
reach the highest number in 1936 based on the 
experience of forty-three voluntary general hos- 
pitals. Ward patient days, on the other hand, 
show a continued rise during the seven years— 
1929 to 1935—and experienced a slight drop in 
1936. Expressed in other terms, the increase in 
total patient days amounted to 9.6 per cent be- 
tween 1929 and 1931, and 14.3 per cent between 
1929 and 1936. Ward patient days show an in- 
crease of 16.6 per cent between 1929 and 1931 and 
an increase of 28.8 per cent between 1929 and 
1936. 


The proportion of ward to total patient days 
was highest in 1934, that is 66.1 per cent, an in- 
crease of 10 per cent over the 1929 proportion of 
ward patient days to total days. In 1936 the ward 
patient days rendered by the New Jersey hospi- 
tals still represented, however, more than 63 per 
cent of the total hospital days rendered. 


Ward Days 

Per Cent of 

Number Total Days 
1,227,793 63.1 
1,236,590 65.2 
1,203,430 66.1 
1,156,225 65.3 
1,137,026 63.8 
1,112,126 59.6 
1,028,363 57.0 
953,475 56.0 


Total 
Year Inpatient Days 
1,945,757 
1,895,183 
1,820,907 
1,769,381 
1,781,851 
1,865,567 
1,803,640 
1,702,246 
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The proportion of ward to total hospital days 
did not work itself out quite the same way in dif- 
ferent sized hospitals. 


Per Cent of Ward Days of 
Inpatient Days 

Hospitals Under Hospitals 150 
150 Beds Beds and Over 

62.5 

64.3 

65.3 

66.1 

64.4 

60.1 

57.4 

56.6 


In the period before the depression the hospi- 
tals over 150 beds rendered a relatively larger 
proportion of ward patient days than did the over 
150 beds hospitals. During the last three years 
the ward days in hospitals under 150 beds have 
been relatively higher. 


The trend in private and semi-private patient 
days as contrasted with ward days, is illustrated 
in the following figures covering forty-three vol- 
untary and four governmental hospitals repre- 
senting more than 70 per cent of the total general 
hospital bed capacity in the state. They are 
shown as index numbers with the year 1929 taken 
as the base year equal to 100. 


—RHospital Patient Days— 
Private and Semi- 
Private Patients Ward Patients 


100 
108 
117 
119 
121 
126 
130 
129 


It will be seen that the trend of these two types 
of inpatient services has been upward between 
1929 and 1930, but between 1930 and 1933 has 
been moving in opposite directions. The private 
and semi-private days slowly declining as the de- 
pression continued, the ward days markedly in- 
creasing during the same period. As the eco- 
nomic situation began to improve in 1933 the pri- 
vate and semi-private days began to veer upward, 
the ward days becoming quite stationary but con- 
tinuing to remain on a high level. 


Average Days of Patient Stay 


The figures on the average days of hospital stay 
during these last eight years show no striking 
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changes when considering all patients. There has 
taken place, however, a decided decrease in the 
average hospital stay of private and semi-private 
patients, while ward patients’ average stay shows 
a slight increase. 


Average of Days of Patient Stay 

Private and 

Semi-Private Ward 
Patients Patients 


9.1 14.3 
10.4 14.3 

9.9 14.4 
10.0 14.0 
10.7 13.7 
11.1 13.6 
11.2 13.7 
11.2 13.7 


All Patients 


Out-Patient Services 


The current changes in the out-patient services 
of thirty voluntary general hospitals are shown 
in the following table: 

Out-Patient 
Admissions 

221,085 

230,807 

269,860 

287,145 


Visits 
742,071 
761,884 
783,914 
820,595 
771,121 
662,550 
562,782 
485,055 


Year 


214,220 
179,624 


Between 1929 and 1933 out-patient admissions 
increased about 60 per cent and out-patient visits 
almost 70 per cent. Since 1933 there has been 
some decline in out-patient services, quite pro- 
nounced in admissions but not so in visits. 


Total Hospital Costs and Patient Receipts 


The total current operating expenditures of 
forty New Jersey voluntary general hospitals, and 
the amount they have received from patients an- 
nually during the period 1929 to 1936 are shown 
in the table below: 


Receipts from Patients 
Per Cent of 
Expenditures 


Current 
Operating 
Expenditures 


Year Amount 


1936... .$9,200,707 


1935.... 
1934.... 


1933 


1932.. 
1931... 


1930 


2029. ... 


8,824,744 
8,425,744 
7,746,815 


.. 8,191,948 
. 9,161,562 


9,513,158 
9,061,450 
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$6,235,636 67.8 


5,501,171 
5,369,162 
5,103,962 
5,505,620 
6,576,700 
6,804,043 
6,406,144 


62.3 
63.7 
65.9 
67.2 
71.8 
71.5 
70.7 
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A low point in the current hospital expendi- 
tures was reached in 1933—$7,746,815 as con- 
trasted with expenditures of $9,513,158 in 1930. 
The expenditures in 1936 again reached a high 
of $9,200,707. Between 1929 and 1933 the de- 
crease in current operating expenditures was 14.5 
per cent. The increase between 1933 and 1936 
was 18.8 per cent, and between 1929 and 1936 was 
1.5 per cent. 


Receipts from patients covered the current op- 


erating expenditures to the extent of over 70 per 
cent in the years 1929 to 1931, then declined grad- 
ually to amount to 62.3 per cent in 1935, to climb 
again to 67.8 per cent in 1936. 


Percentage of Occupancy 


The average rate of occupancy for the entire 
group of over sixty New Jersey hospitals report- 
ing regularly to the Department of Institutions 
and Agencies is presented in the following table: 





Average Percentage of Occupancy. 





Size of Hospital 1929 1930 
All hospitals 64 
250 beds and over 64 
150 to 249 beds 67 

75 to 149 beds 59 
Under 75 beds ; 64 
Special hospitals 66 





1931 1932 1933 1934 1935 1936 
65 61 60 60 63 64 
67 63 63 59 65 66 
71 62 65 68 70 73 
59 60 58 56 58 61 
64 56 58 58 65 72 
72 70 63 58 70 68 





The highest points in the average hospital oc- 
cupancy rates were reached in 1931—65 per cent 
—to decline during the next three years, but to 
ascend again to 63 per cent in 1935 and again to 


64 per cent in 1936. 

By classifying the percentages of hospital oc- 
cupancy in given categories the following results 
are obtained: 





Percentage of 


Per Cent of Hospitals Reporting Classified Percentages of Hospital Occupancy in 











Occupancy 1929 1930 1931 1932 1933 1934 1935 1936 


Under 40 per cent 3.7 1.7 3.3 6.3 9.5 4.8 3.2 
40—49 per cent : 7.4 8.3 9.8 11.1 12.7 11.1 9.5 
50—59 per cent ’ 18.5 2.7 31.1 33.3 30.2 28.6 27.0 
60—69 per cent ; 38.9 36.7 31.1 28.6 22.2 25.4 27.0 
70—79 per cent ‘ 18.5 18.3 14.8 14.3 14.3 19.0 17.4 
80—89 per cent : 5.6 10.0 6.6 3.2 7.9 9.5 11.1 
90 per cent and over : 7.4 3.3 3.3 3.2 3.2 1.6 4.8 
All hospitals 100.0 100.0 100.0 100.0 100.0 100.0 100.0 





there has been a slight increase to $4.57 in 1936, 
an amount still considerably lower than the 1929 
per capita cost. 


Taking the general hospitals as a whole the 
average daily per capita cost was $5.30 in 1929; 
it declined to a low of $4.26 in 1933. Since then 





Maintenance cost per capita per day 

Size of hospital 1929 1930 1931 1932 1933 1934 1935 1936 
All hospitals $5.49 $4.80 $4.44 $4.26 $4.61 $4.66 $4.57 
250 beds and over ' 4.85 4.72 4,23 4.12 4.39 4.65 4.51 
150 to 249 beds 5.70 5.20 5.17 4.76 4.87 4.84 4.71 
75 to 149 beds . 5.54 5.12 4.63 4.72 4.44 4.57 4,43 
Under 75 beds ; 5.55 4.78 5.49 4.93 5.24 5.00 4.95 
Special hospitals : 4.89 4.42 4.20 4.82 5.29 4.94 5.42 





The current changes which the general hospitals 
have experienced during these eventful years of 
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1929 to 1936 may be summarized on the basis of 


three sensitive indexes: the percentage of hospital 
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occupancy; the per capita cost per day; and the 
proportion to which the current operating costs 
are covered by receipts from patients. 


- Per Cent 
of cost 


Per Capita Per Cent Receipts 
from Patients of 
Year Occupancy PerDay Current Expense 


1936 64% $4.57 67.8% 
1935 63 4.66 62.3 
1934 60 4.61 63.7 
1933 60 4.26 65.9 
1932 61 4.44 67.2 
1931 65 4.80 71.8: 
1930 64 5.49 71.5 
1929 63 5.30 70.7 


Hospital Trend Forecast 


Recent figures on the trends in hospital services 
of New Jersey general hospitals presented here 
show that the hospitals are rendering an increas- 
ing volume of services and at the same time are 
slowly emerging from their financial difficulties. 
Nevertheless the hospitals will have to face the 
fact that because of the large numbers of people 
who still remain on the relief rolls and because of 
the exhaustion of the savings of large sections of 
the population the demand for free or partially 
free hospital services is likely to continue for some 
time to come. 


Instead of attempting to forecast the possible 
trends of hospital services during the coming 
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years, (which would be risky at best) I may be 
permitted to express some hopes, namely, that the 
hospital occupancy rate go up, the per capita cost 
remain constant, and the income from patients 
increase so as to result in lessened deficits.* 


*See also the Reports of the Committee on Hospital Income 
and Bed Occupancy of the American Hospital Association. 
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The Advantages of the Flexible 


Plan 


CHARLES H. YOUNG, M.D., Montclair, New Jersey 


A flexible plan for hospitals should begin 
with the public, be especially applied to the 
Board of Trustees, the Superintendent, the Rules 
and Regulations, and then go on down the line, 
ending with the humblest employee. 


| BELIEVE in a flexible plan for hospitals. 


Hospital flexibility suggests endless topics of 
discussion, but I must confine my remarks to the 
particular type to which this paper refers—the 
architectural, structural, and allocational prob- 
lems of patients’ census. 


Of all events of management, as in the events 
of life, those which worry us the most are caused 
by departures from the normal. 


In the matter of patients’ census, if too low, we 
worry about increased per capita costs; if abnor- 
mally and temporarily high, we have the problem 
of increasing space and personnel. 


True, we have solaria, corridors, waiting rooms, 
etc., which may be converted in an emergency, 
but this conversion usually adds to the problem, 
because of inaccessibility to most necessary .serv- 
ice facilities. 


To one familiar with hospitals as they have 
been and as they are, it is obvious that most were 
built and many are now built with an excess of 
beds, in order to anticipate future needs. The 
community, it is expected, will increase in popula- 
tion, and the hospital in popularity. The latter is 
for a time retarded if people get the impression of 
extravagance on the part of the Board of Trustees. 


My own hospital is a good example of this on 
its private service. Five years ago we provided 


- rooms for expected increase in popularity, rather 


than in population. We were accused of extrava- 
gance and bad judgment. 


Some solicited citizens found in this a welcome 
excuse for refusing contributions. For over a 
year now we have wished we had been a little 
more optimistic. The problem of placing 135 
private patients in 130 beds is a difficult one, 
especially as the flexibility of the two-bed room 
is sometimes limited through the nature of the 
disease and the facts of age, sex, and compati- 
bility. 

Many hospitals have been built in disproportion 
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as indicated in the paper under “Planning for 
Varying Departmental Loads.” In planning it is 
a fundamentally sound policy to consult with 
heads of departments regarding their future 
probable needs, but it must be kept in mind that 
some good and well-intentioned specialists are also 
good salesmen, and may in their enthusiasm over- 
estimate future developments. 


There is one fact of occupancy which often per- 
plexes the public, the patient must wait or be 
crowded in an extra bed. We have no vacancy, 
yet our figures report a 70 per cent occupancy. 
We must explain that we are not so fortunate as 
are the transportation companies. They have an 
admirable and effective flexible plan. Their hous- 
ing capacity is limited only by the limitations in 
flexibility of the human body. They crowd us in 
together in juxtabasal proximity, without regard 
to age, sex, or physical condition. They make use 
of the vertical dimension, using two square feet 
of floor space for the perpendicular passenger as 
against our seventy-five for the horizontal pa- 
tient. 


In solving most of our hospital problems, we 
may borrow help by studying analogous circum- 
stances in other types of human service or indus- 
try. The problem of meeting the peak-load and 
of avoiding excess of unproductive space seems to 
be ours to solve without outside help. 


I believe the flexible plan submitted with this 
report represents a distinct advance in our ideas 
upon this subject. Advance in thought is made 
by thinking better or differently from the usual 
way of thinking and by bold departure from tra- 
dition and custom. 


The Staggered Corridor—Its Advantages 


The continuous corridor is a tradition. In the 
thought of some, it is sacrilege to depart from it. 
The staggered corridor as provided in this plan 
seems better because it gives us. advantages that 
are desirable and important—better light and 
ventilation, more privacy and segregation, and 
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something else very important, nooks and corners 
which may be put to small but exceedingly im- 
portant uses. They may be used as waiting rooms, 
to accommodate visitors, relations, mourners, 
nurses, and other groups. How many of us wish 
we had several small instead of one large room for 
these purposes. Sooner or later, there will be 
needed more closets, more rooms for stretchers, 
wheel chairs, oxygen tents, go-carts, and other ap- 
paratus, and these nooks will be enclosed. Some- 
times it seems to me that the most important part 
of hospital planning is to provide unassigned space 
for unpredictable needs. 


Again this plan permits of a large open space 
at each end of the ward system, an obvious ad- 
vantage from the standpoint of ventilation, noise 
modification, central information and control 
service. 


Separating the Acutely Ill from the Convalescents 


There can be no question about the advisability 
of moving patients in order to separate the acutely 
ill from the convalescents. Patients will appreci- 
ate the advantages. 


There is no real or valid reason why medical 
and surgical and special service patients cannot 
dwell together in safety and comfort when in the 
recovery stage, and the system offers an effective, 
if not a complete solution, of the excess bed prob- 
lem. 


The staggered corridor plan perhaps requires 
more floor space than the straight continuous cor- 
ridor plan, but total floor space is not so impor- 
tant from the standpoint of administrative ex- 
pense. The advantages of the staggered plan in 
better service to patients more than offsets the 
slight maintenance expense of a few more feet of 
floor space. 


Pleasant Surroundings as an Architectural Aim 


One point I believe Mr. Neergaard has over- 
looked: He says in his paper, “We have learned 


to consider the patient’s psychology as well as his 
pathology, that he has sensibilities as well as 
symptoms.” 


True, but the patient is not the only one to be 
considered. From the standpoint of good will 
and hospital support, his relatives, friends, and 
visitors are important. Why subject them to un- 
pleasant surroundings when they can be routed 
away from them? Their advertising value is 
worth considering. They go out and interpret the 
hospital to the public. When their friend is sick 
they in the consciousness of his plight, are them- 
selves not quite normal in reaction. They are 
ruled by their emotions and influenced by their 
surroundings, which, if new to their experiences, 
may be incorrectly interpreted. 


Bad repute of a hospital is as much the result 
of experiences of sight, sound and smell as from 
mis-steps in service. The most important thing 
about the patient is his disease, of the visitor— 
his impressions. If the visitor is with his friend 
with acute disease, surrounded by others in the 
same stage, his impressions are not influenced by 
contrasts. If his friend is in the recovery stage 
with others of his kind, the visitor experiences a 
happy and cheerful environment and leaves the 
hospital in cheerful frame of mind. 


Is there any place on earth that exhibits as 
great a spirit of good will, happiness, and con- 
tentment as the maternity section of a hospital, 
where the visitors leave with pleasant memories 
and happy smiles? 


In a mixed ward, the visitor will often forget 
the cheerfulness of his patient through witnessing 
the condition of one in the next bed. 


This feature of the segregation of the acute 
from the convalescent is of almost as much im- 
portance as the saving of expense through the 
elimination of unproductive space, because finan- 
cial support comes from those who understand 
and are well impressed. 





Not a Fair Break 


You have heard the yarn about the country edi- 
tor who wrote a flowery obituary when the town 
miser died. The town miser was influential and 
had many relatives. The editor did the best he 
could with the material at hand and he finally 
concluded by writing that the man had gone to 
his last resting place. Then the printer made the 
mistake of setting the type so it read that the man 
had gone to his last “roasting” place. The proof 
reader muffed one and the fracas started. 
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When a garage man makes a mistake, he adds 
it to your bill. ; 

If a carpenter makes a mistake, it probably is 
just what can be expected. 

When a preacher makes a mistake nobody knows 
the difference. 

When a judge makes a mistake it becomes the 
law of the land. 

When a doctor makes a mistake we send flowers. 

But when an editor makes a mistake—good 
night !— 

—Speakers Library Magazine. 
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Developing a Record Consciousness 
in Our Hospitals 


SISTER M. PATRICIA, O.S.B., B.S., R.R.L., F.A.C.H.A., Duluth 


book, “‘Medical Records,” a medical record 

is a composite compilation of scientific 
data derived from many sources, coordinated into 
a medical document by the medical records libra- 
rian and finally filed away for various uses, per- 
sonal and impersonal. Defined in this way, med- 
ical records are by no means new, but there has 
been a marked advancement in the organization 
and in the machinery through which they are pro- 
duced, filed, and delivered, and made available 
for use. There is still, I believe, an evident lack 
of interest on the part of some physicians in the 
recording of scientific data for their patients in 
the hospital. Analysis show that this lack of 
interest is due mainly to the failure to use medical 
records after they are written. We all know that 
these records are of value to the patient primarily 
because they assure better medical service; a more 
accurate diagnosis and treatment. They are also 
invaluable for scientific research. 


A CCORDING to Doctor MacEachern’s new 


It might not be out of order to quote Sir William 
Osler paraphrasing Lord Bacon, quote: “Reading 
Maketh the Full Man, Speaking Maketh the Ready 
Man, and Writing Maketh the Accurate Man.” 
It would, therefore, seem that nothing tends fo 
clarify ideas better or assist in more accurate 
thinking than the expression of those ideas writ- 
ten upon the patient’s chart. 


The efficient hospital of today must have a med- 
ical record consciousness. This consciousness is 
apparently developing in our hospitals. It will 
never be perfect, however, until every member of 
the medical staff, as well as every member of the 
hospital personnel and governing body, first be- 
lieves in the value and indispensability of medical 
records as a necessary factor in the proper and 
scientific care of the sick. This spirit should per- 
meate all who come in contact with the patient. 


Accurate Identification Data Needed 


A record consciousness should begin with the 
registration of the patient. Frequently it is diffi- 
cult to elicit accurate information at this time 
because of the fact that the patient or relatives 
are in a state of excitement. The admitting clerk 
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should be taught how important it is to secure 
accurate identification data. In some institutions 
the registration office supplies various depart- 
ments of the hospital with admission identifica- 
tion information on new patients, and unless this 
data is accurate it will cause much disturbance 
throughout the institution. 


Nurses, Supervisors, and Interns Should 
Appreciate the Value of Records 


The next person to contact the patient is the 
nurse on whatever service the patient is assigned. 
The average nurse receives some lectures in chart- 
ing but as far as the requirements of a complete 
record are concerned she usually has to acquaint 
herself with what a complete record is. Yet, we 
do expect nurses to be record conscious. It is 
apparent that a better understanding of records 
would be effected if the nurses within the first few 
months in the hospital could have the advan- 
tage of a lecture on medical records, followed by 
a demonstration in the record room showing what 
is done with the chart after its arrival in that 
department. 


Each year it has been my duty to give a series 
of lectures on Hospital Administration to a class 
of senior nurses about to receive their Bachelor 
of Science Degree in nursing. After the lecture 
the students are taken through the record room 
where a demonstration is given. They are amazed 
to discover the wealth of detail work accomplished, 
as well as the benefits derived from the use of 
patients’ records. They are then convinced of the 
value of good records. 


I once heard Doctor MacEachern tell us at the 
Head of the Lakes Record Librarians’ Meeting, in 
Duluth, that supervisors of floors should be record 
conscious: they should remind the physicians to 
complete the history or physical findings, or write 
in progress notes. He said: “If the floor isn’t 
clean, the ward not warm, the head nurse is going 
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to fuss. She isn’t boss of the engineer, nor of the 
housekeeper, but they will learn about it.” Still 
these same head nurses eliminate themselves from 
the responsibility of a complete record. 


Next in order of contact with the patient comes 
the intern staff. We have all experienced the type 
of records produced by our interns. Some take 
great pride and interest in histories and physi- 
cals; others are inclined to do slipshod work. A 
lecture on the value of good records, or an ex- 
planation of what is expected by the hospital, is 
welcomed by the interns. They should have im- 
pressed upon them the benefits of complete rec- 
ords so that later in their intern year when they 
are called upon to write a thesis, the completeness 
of the charts will make the study worth while. 


The attending physician, on his first hospital 
visit to the patient, should read over the intern’s 
record, make corrections and additions to and 
O. K. the chart. This is most important not only 
as regards the intern’s interests, but also for the 
scientific care of the patient, because the attend- 
ing physician’s contribution to the history is most 
important. 


The fact that records do not measure up to the 
proper standard is sometimes due to the lack of 
supervision by the attending physician. At the 
weekly intern conference where interns present a 
case, special attention should be focused on the 
type of history presented and suggestions be made 
for the improvement in history taking. Unless 
the medical staff is record conscious it is impossi- 
ble to expect good records. 


Records Committee 


The appointment of the chief of staff, or vice 
chief, as chairman of the records committee, with 
chiefs of departments making up the committee, 
places the responsibility of good records on the 
medical staff. This is where it should be. As 
suggestions from others than physicians are sel- 
dom accepted, this record committee assures 
proper contacts with the staff. This committee 
assists in the medical supervision as regards the 
content and quality of the record. I am told that 
there are still some hospitals where the record 
librarian is obliged to file the records she is lucky 
enough to get, without having them evaluated by 
a staff committee. 


In a well regulated hospital, it is at each execu- 
tive committee and monthly staff meeting that the 
chairman of the record committee reports the sta- 
tus of the records and a general discussion tends 
to make the members more record conscious. It 
is also at the staff meeting that the analysis of 
hospital service or medical audit is presented to 
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the staff. This analysis has been called a “Yard- 
stick of Hospital Performance” and cannot be 
compiled until the records are complete. 


At the pathological conference the records again 
play an important part in creating a record con- 
sciousness in the hospital. The interns present a 
resume of the case after which the pathologist and 
roentgenologist give their respective reports. 
Good records make possible such a means of scien- 
tific research. 


As regards records of operations, the reports 
should be written or dictated at the end of the 
operation while the surgeon is still record con- 
scious of the details of the findings and procedures. 
The late Dr. John B. Murphy used to say that 
“A few words written at the time of operation 
was worth several pages written sometime later.” 


A record consciousness can be developed by the 
staff in making group studies. It is then that 
good records are very much appreciated and defi- 
ciencies fully realized. 


Status of Record Librarian 


The hospital administrator should give the rec- 
ord librarian the status of that of any department 
head, which means control of the department un- 
der the administrator. The hospital administrator 
represents the governing board of the institution 
and it is his or her place to keep the Board record 
conscious. Where this is accomplished the Board 
will be just as anxious to receive a copy of the 
monthly analysis as they are the monthly financial 
statement and will seek further information 
about scientific results. When fully conscious 
of the benefits of good records not only to their 
own institution, but likewise the records contribu- 
tion to science and therefore to the good of human- 
ity, they will readily acquiesce when a request for 
proper personnel and equipment is made for the 
records department. 


The administrator should develop a record con- 
sciousness in himself by visiting the department 
frequently—someone has said “daily”; by lending 
an open mind to the needs of the department; by 
encouraging and assisting the record librarians 
to the maximum of his ability; by reading liter- 
ature on records; by seeing to it that the record 
librarian is qualified for her work; by permitting 
her time off to attend local, state, and national 
meetings. 


Specialists Contribute to Records 


Others concerned in contributing to the medical 
board are the radiologist,.the anesthetist, the car- 
diologist, the dietitian, the physical therapist, the 
medical social worker. All of these specialists 
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contribute by producing an accurate and compiete 
report of the findings of their examinations or 
treatments and by seeing to it that a report is on 
the patient’s chart at the earliest moment possi- 
ble. Such reports are anxiously awaited by the 
attending physician. 


Record Librarian Needs Tact, Perseverance, 
Strategy 


Last and not least I wish to mention the medical 
record librarian. She can contribute to develop- 
ing a record consciousness in the hospital by car- 
rying out the policies of the medical staff and 
administrator, as regards procedures in the rec- 
ords department. The qualified librarian will be 
an inspiration for developing a record conscious- 
ness in the staff and personnel. 

A self sacrificing record librarian will not only 
spend her time and energy in developing her de- 
partment, but she will go a step farther in build- 
ing up record librarian’s organizations. Nothing 
tends to create a record consciousness more than 
time spent in discussing mutual problems and in 
the preparation of papers. The meeting of lead- 
ers in the record field is a stimulus to record con- 
sciousness. 


An adequately equipped, bright cheery record 


room, with modern facilities for indexing and 
filing, add very much to the doctors’ interest and 
pleasure. The medical records department should 
be a place where the visiting staff, the house staff, 
the nursing department and the medical student 
may come for study and research, and where they 
may be made to feel that they are welcome. 

It is necessary to have sufficient personnel al- 
ways available to assist the staff either as medical 
stenographer or in the compiling of statistics in 
preparation for medical papers. 

The late Matthew Foley once said: “There’s 
one thing about a record librarian on which there’s 
general agreement and that is, she has a hard life. 
She has the unwelcome job of asking physicians 
and others, to whom she is a “lay person,” to do 
professional things they do not want to do. It is 
a tribute to the tact, perseverance, strategy, and 
personality of the record librarian that so few 
incomplete charts, relatively speaking, are lying 
around. A record librarian often needs more 
help than any other worker in a hospital, and 
sometimes gets less. Her idea of heaven is a place 
where every hospital has a perfect set-up for the 
record department, with a rigid adherence to a 
routine where no physician ever discharges a pa- 
tient without a record complete in every detail.” 
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Physical Therapy Department in Small, 
and Large General Hospitals 


Medium 


JOHN S. COULTER, M.D., Chicago 


apy department disclosed that the equip- 

ment of this department consisted of a 
fever cabinet and a short wave diathermy machine 
for the administration of hyperpyrexia. In the 
cabinet a patient was receiving her twentieth 
treatment for chronic arthritis, and this was the 
only physical therapy used. Her temperature was 
105.3 F. and the temperature was being taken at 
fifteen minute intervals by an ordinary rectal 
thermometer. 


It was clearly evident that this hospital had 
been sold some equipment and was determined to 
use it. There were five things wrong with this 
picture. First: Hyperpyrexia by physical agents 
has a limited place in the treatment of chronic 
arthritis, but it is questionable whether as many 
as twenty treatments should be given. Second: 
Her temperature was 105.3 F. It has been proven 
that the maximum peripheral circulatory increase 
is secured between 103 and 104 F. This increase 
of peripheral circulation, as far as we know, is 
the cause of the improvement with hyperpyrexia 
for chronic infectious arthritis. Therefore, the 
temperature was unnecessarily high. Third: This 
hyperpyrexia was the only physical agent used in 
this case. She should have had instruction in the 
home use of local heat, massage, and exercise. 
Fourth: The treatment was administered by a 
nurse untrained in physical therapy. Fifth: The 
method of taking the rectal temperature by an 
ordinary rectal thermometer during this fever 
therapy with the temperature at 105 F. was dan- 
gerous, because the temperature may rise several 
degrees within five minutes. In one hospital where 
this same method was used there were two deaths 
from heat stroke. In these cases the rectal tem- 
perature rose to a dangerous point between the 
readings with the ordinary rectal thermometer. 
The only safe method for taking temperature over 
103° F. when using hyperpyrexia by physical 
agents is with an electric thermometer so that the 
rectal temperature can be constantly under obser- 
vation by the nurse. 


bE: RECENT visit to a hospital physical ther- 


Standardization Requirements for a Physical 
Therapy Department 


This condition could not have occurred if the 
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American College of Surgeons hospital standard- 
ization requirements for a physical therapy de- 
partment had been followed. The Manual of 
Hospital Standardization states: 


“The director of the department of physical 
therapy should be a physician who has had special 
training in this branch of work, as well as exten- 
sive clinical experience. This is essential, not 
only for the safety of the patient, but the carrying 
out of scientific treatment. .. . 


“The department should have the necessary 
corps of trained technical staff. Physical therapy 
technicians or aids require a basic knowledge of 
anatomy and physiology in order to understand 
the application and effect of the various types of 
treatment. Well trained technicians are invalu- 
able, not only in carrying out treatment ordered, 
but in observing and reporting symptoms and 
reactions to treatment. They should always be 
under the supervision of a medical director. .. . 

. It is important that the medical director 
have full authority in regard to treatment, inas- 
much as physical therapy has become an intricate 
specialty in the last few years, and all doctors 
practicing medicine today are not sufficiently fa- 
miliar with the various forms of therapy to 
assume the entire responsibility of prescribing the 
most desirable type of treatment.” 


It is also stated in this manual: “The time has 
come when trustees must have the moral courage 
to declare without reservation that the hospital 
be kept for the truly scientific and thoroughly 
trained profession of medicine, rather than allow- 
ing it to be a place where humanity is at the mercy 
of the unlearned and the unskilled. 


“Every hospital must be so operated as to 
assure the public that they can obtain adequate, 
skillful, and responsible medical care. Numerous 
court decisions throughout the United States hold 
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trustees responsible for the acts of their agents 
or employees, including all doctors or others per- 
mitted to care for patients in the institution. 
Supreme courts have ruled that: ‘Whenever a 
hospital fails to exercise due and responsible care 
in the selecting of its agents, physicians, or others, 
it is liable.’ ” : 


It is evident from the aforementioned hospitals 
in which hyperpyrexia was improperly adminis- 
tered that these are places where “humanity is at 
the mercy of the unlearned and unskilled.” A 


standard has been set for the guidance of the 


trustees or governing body of a hospital, and 
where there is gross neglect of this standard it 
would seem that they are morally and legally 
liable. 


Is it possible to adhere to the stated personnel 
requirements? It is, even in a small hospital. The 
part time services of a physician for a medical 
director can be secured by several methods. Ar- 
rangements may be made with a physician who is 
supervising one or more hospital physical therapy 
departments in the same town or perhaps with a 
physician in a nearby town or city who will make 
regular visits to the hospital. 


Trained Physical Therapy Technicians are 
Essential 


Trained physical therapy technicians are essen- 
tial to a hospital physical therapy department. 
These technicians should be graduates of a recog- 
nized school for physical therapy technicians. 
These schools are inspected by the Council on 
Medical Education of the American Medical Asso- 
ciation, and an approved list of schools is published 
every year. There is a Registry for Physical 
Therapy Technicians modeled after the registries 
for laboratory, x-ray and occupational therapy 
technicians. It is recommended that technicians 
be registered. 


Can a small hospital afford to employ a regis- 
tered physical therapy technician? It should do 
so or else not have a physical therapy department. 
It may take some ingenuity to arrange for this 
technician but usually with some thought and 
cooperation with the staff the part time services 
of a trained technician can be secured. Some 
orthopedic surgeons employ part time physical 
therapy technicians in their offices ; visiting nurses 
and social service agencies for the care of crippled 
children may do likewise. These physicians or 
organizations may be persuaded to share their 
physical therapy technician with the small hospi- 
tal. Again there are a limited number of techni- 
cians with a combination training in x-ray or 
laboratory technic with physical therapy. There 
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is a definite need for technicians with this combi- 
nation training. 


The question of trained personnel for the phys- 
ical therapy department is now of paramount 
importance. Formerly it was thought that phys- 
ical therapy could cause some harm but that no 
treatment would endanger a patient’s life if mod- 
erate care was used. Now it must be recognized 
that with the use of short wave diathermy and 
the rapid development of fever therapy a patient’s 
life may be in immediate danger unless the treat- 
ment is administered efficiently. The Council on 
Physical Therapy of the American Medical Asso- 
ciation believes that the method of producing 
hyperpyrexia by physical agents should be used 
only in hospitals surrounded with the safeguards 
commonly employed in a major surgical operation 
and under the direction of skilled physicians, and 
that the technic and administration of this treat- 
ment should be given as much study as a surgeon 
gives to a specialty or a certain branch of surgery. 


Physical Therapy Service Should Be Available 
For Every Approved Hospital 


Physical therapy is now so well recognized that 
it is recommended to the American College of 
Surgeons that their manual of hospital standard- 
ization under the section of physical therapy 
should add the following sentence at the beginning 
of the section: “An efficient physical therapy 
service should be available for every approved 
hospital.” 

It is also recommended that the following be 
added to the paragraph on equipment under 
Physical Therapy: “Physical Therapy equipment 
is now well standardized and lists of minimum 
requirements can be readily furnished. The fol- 
lowing is suggested as the minimum equipment: 


1 Treatment table 

3 Electric lamp “bakers” of various sizes 

1 Tank for underwater exercises 

1 Stall bar with shoulder abduction ladder 

1 Shoulder wheel 

1 Stair exercise apparatus 

1 Parallel bars, adjustable height 

1 Posture mirror 

1 Weight and pulley apparatus 

1 Kanavel table for hand, wrist and forearm 
exercises 

1 Paraffin bath 

1 Whirlpool bath 

These pieces of apparatus can be made by the 


hospital mechanics. The plans can be furnished 
on application to the author. 





This list of equipment is given with the idea 
expressed by Gaenslen that 90 per cent of physical 
therapy is the use of such agents as heat, massage, 
and exercises. With this equipment and proper 
personnel, most physical therapy departments can 
be started. The other equipment such as ultra- 
violet generators, and high frequency machines 
can be purchased later as the need arises and with 
the profits from the department. When equip- 
ment is purchased, it should be carefully selected 
and only apparatus should be used which has been 
accepted by the Council on Physical Therapy of 
the American Medical Association and the Amer- 
ican College of Surgeons. It is to be noted that 
all machines accepted are not equally efficient. 
There are certain minimum requirements which 
must be fulfilled for acceptance but some machines 
are more efficient than others. This data is pub- 
lished in the Journal of the American Medical 
Association and can be secured from the Secretary 
of the Council on Physical Therapy. 


Dr. Philip Wilson recently stated: “I look to the 
more general and intelligent use of physical 
therapy, not by physical therapists but by physi- 
cians, as the means of making the next great 
advance in fracture treatment.” Many other ex- 
perienced students of fractures such as Magnuson, 
Cotton, Darrach and Murray have written on the 
value of physical therapy in fracture treatment. 


In view of these statements it is believed that 
in the Manual of Hospital Standardization and 
under the section on Traumatic Surgery it should 
be recommended as a part of the Minimum Stand- 
ard that physical therapy should be available in 
hospitals treating fractures. 


Apparatus Alone Does Not Establish a Physical 
Therapy Department 


Recently the staff of a small hospital wanted 
to establish a physical therapy department. The 
request was refused by the board of trustees of 
the hospital. They stated that they had started 
a physical therapy department four years ago and 
had purchased $1,000 worth of lamps and electrical 
apparatus. A nurse without training except by 
the salesman of the equipment was assigned to 
run this apparatus and a certain amount of good 
was accomplished. The doctors of the town then 
purchased apparatus for their offices, treated their 
patients in the office and now for two years the 
electrical apparatus has stood idle in the hospital. 


This history indicates that the hospital never 
had a physical therapy department. There are 
many salesmen selling electrical equipment, and 
no salesmen selling heat, massage, and exercise 
which agents should be used for 90 per cent of 
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the cases in this department. If this hospital had 
spent the money for a well trained technician, had 
a medical director and used home made apparatus 
at the start this department would have suc- 
ceeded, because the department would be giving 
the patient treatments that the physicians could 
not duplicate in their offices. A hospital physical 
therapy department with proper personnel can 
give underwater and other exercises, expert mas- 
sage and fever therapy that cannot be given in 
the average physician’s office. 


The proper use of a physical therapy depart- 
ment in the treatment of chronic arthritis will 
illustrate these points. During the acute stage 
continuous heat with an electric lamp baker in the 
hospital rooms is used. In the subacute stage 
where there are painful weight bearing joints, 
underwater exercises and hot baths are combined 
in a Hubbard Tank or a whirlpool bath. When 
the patients are discharged from the hospital, the 
need for physical therapy as an adjunct in the 
treatment of these cases is recognized. The 
benefit that these cases receive in resorts is well 
known, but that these same results can be attained 
in a small hospital physical therapy department is 
often forgotten. Many of these cases may secure 
the same treatment and results as though they 
were treated in an expensive resort by direction 
of the physician and the teaching by the technician 
of the patient and some member of the family to 
give heat, massage and exercise at home. By this 
method the patient secures two hours of treat- 
ment daily at home, is required to report twice 
weekly for check-up and additions to the treat- 
ment program by the physician and technician. 
The heat at home is administered by some form of 
home devised hydrotherapy or by a simple baker 
that can be made by the hospital electrician. The 
object in the local treatment of arthritic joints is 
to increase the circulation, and if this is the object 
surely treatment must be given more often than 
three times a week. If a hospital is equipped with 
nothing but electrical machines, the patient often 
receives only one form of treatment and that only 
three times a week because the patient cannot 
afford to pay for more treatments. 


By this method of cooperation between the 
physical therapy department and the patient, the 
patient secures treatment at home that is equal 
to what he would get at an expensive resort and 
his cost of medical care is reduced. The hospital 
is able to control the case.for a much longer period 
and this increases the income of the department. 
Thus both the patient and the department are 
benefited. This is only possible if the physician 
and technician are trained in the correct use of 
physical therapy and believe that the physical 
agents of the greatest use are the simplest, the 
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cheapest and the easiest obtainable, heat, water, 
massage and exercise. This same method of co- 
operation between the patient and the hospital 
physical therapy department can be used in many 
other cases, such as infantile paralysis, spastic 
paralysis, painful feet, and injuries. 


For the medium and large general hospitals the 
questions of the number of technicians, amount 
of floor space, location and equipment can be 
answered only by a survey of the class of cases 
in the hospital and the attitude of the staff toward 
this department. A survey of two general hos- 
pitals in Chicago will illustrate this point. These 
hospitals both have approximately the same num- 
ber of cases. In one there is a completely equipped 
physical therapy department with a medical direc- 
tor and two full time physical therapy technicians. 
The other hospital has enough apparatus but cases 


to employ only one technician three half days a 
week. This difference is due to the different class 
of cases treated and the attitude of the staff. 


For the medium and large hospitals the duties 
of the personnel, the location, the equipment and 
many other details are discussed in articles by 
the author in the Principles and Practice of Phys- 
ical Therapy and the Hospital Year Book. 


Summary 


In conclusion it is emphasized that every hospi- 
tal needs some physical therapy, that a hospital 
physical therapy department needs trained per- 
sonnel more than equipment and that the recom- 
mendations in the Manual of Hospital Standard- 
ization should be followed in the organization of 
the physical therapy department. 





Quick Freezing for Perishables 


The introduction of quick freezing methods has 
revolutionized the distribution of perishable prod- 
ucts and bids fair to go a long way toward replac- 
ing the use of canned and other forms of pre- 
served goods. 


In the case of poultry the fowl is killed, plucked 
and cleaned, and immediately frozen by the use 
of brine solution at a temperature of about —5° F. 
It is claimed for.the process that under quick 
freezing the ice particles are so small as to im- 
prove rather than to harm the texture of the 
meat. 


During the process of freezing, the fowl loses 20 
per cent to 25 per cent in weight due to dessica- 
tion. This results in a lowered transportation cost 
but not in any decrease of servings per individual 
fowl. Another advantage claimed is, that due to 
the processing all being done in central plants 
and under Government inspection, the purchaser 
has the assurance of uniformity in quality. The 
fowl is ready for cooking as soon as thawed out. 
Storage must be at or a little below 32° F. and 
thus presents little difficulty. 


Extended observations indicate that the bacte- 
rial count of quick frozen duck may be reduced 
from 5 to 1,500 times as compared to slow frozen. 


Applied to fruits and vegetables the process is 
not uniformly successful. So far the following are 
amenable to the process: peas, sweet corn, broc- 
coli, asparagus, lima beans, mushrooms, spinach, 
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squash, carrots, artichokes, rhubarb, cauliflower, 
apples, blueberries,. cherries, cranberries, plums, 
raspberries, strawberries and some varieties of 
peaches. It has not been successful in the case of : 
tomatoes, cucumbers, celery, radishes, lettuce, 
cress, endive, romaine, onions, watermelon, can- 
telope. 


Advantages of the quick freezing of vegetables 


. and fruit are that they can be permitted to mature 


in the field. The short time elapsing between har- 
vesting and freezing minimizes loss of vitamins 
and the quick freezing decreases bacterial count 
as much as 90 per cent. Tests showed that fresh 
peas quick frozen and shipped to Boston showed 
less loss of vitamin content than peas produced 
locally and marketed through the usual local chan- 
nels. 


Another advantage is that the vegetable is pre- 
pared for cooking before cleaning and in most 
cases is ready for the pot as soon as thawed. The 
quality is usually better than in the case of canned 
goods and the cost per serving is no greater but 
usually less. 


The principal difficulty lies in the fact that quick 
frozen fruits and vegetables must be kept at a 
temperature of about 0° F. but the distributors 
are meeting this problem by maintaining adequate 
refrigeration facilities at their warehouses and 
offering a delivery service which relieves the pur- 
chaser of the need of more than ordinary refrig- 
eration requirements. 
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tial to an effectual understanding and 

orientation of occupational therapy in the 
present day psychiatric hospital. In presenting 
the historical background, no attempt has been 
made to give all the facts which might be included 
in a more exhaustive treatment. Other persons 
and institutions were undoubtedly contemporary 
and had a part in this historical development with 
those to be presented here. However, the theory 
and practice of using occupations for treating the 
mentally ill assume form in a manner so elusive 
and by methods so devious that it is difficult, if not 
impossible, to locate definitely its origin. Much 
more important, from a practical point of view, 
than its antecedents is the present status of occu- 
pational therapy in terms of concepts held con- 
cerning it and its therapeutic application in 
psychiatric hospitals. The greater part of our 
knowledge of this historical background is gained 
from a study of the history of psychiatry and the 
few references made there to the use of occupa- 
tions. 


h N adequate historical background is essen- 


Historical Background of Occupational Therapy 


Although there was no definite application of 
it as such, the principle of the use of occupations 
as a therapeutic measure was recognized by the 
Egyptians as early as 2000 B. C. From records 
of that period it is disclosed that gardens were 
raised for the patients, lakes were provided with 
boats, musicians were hired to play for them, and, 
together with other diversions, their time was 
taken up as much as possible by some occupation 
or system of diversified amusements. This ac- 
count does not give the impression of an active 
participation in the activities by the individuals 
for whom they were provided. 


Hippocrates (460-370 B. C.) denied the sacred 
origin of disease in favor of its derivation from 
natural causes. He advocated kindly treatment 
and although provision was made that the pa- 
tients work, no effort was made to adapt this oc- 
cupational activity to any specific needs of the 
individual. Then, as too often at present, any 
kind of labor may have been considered to be bene- 
ficial in itself. 


Galen (131-201 A. D.) distinguished between 
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physical and mental causes of mental disorders. 
He is given credit for the statement that ‘‘employ- 
ment is nature’s best physician and essential to 
human happiness.” 


In the period from 200 A. D. to 1750 A. D.,, 
when the mentally ill were believed to be inhabited 
by devils and evil spirits, cruelty predominated 
with whipping, torturing, driving them to the 
woods to be devoured by beasts, and segregating 
them in chains. With this attitude prevalent to 
mental illness, there was a corresponding lack of 
any attempt to provide therapeutic management 
of it. 


The following interval from 1750-1890 might 
be called the Humane Period or Era of Enlighten- 
ment, as there was a marked change to a more 
humane attitude of management and an intensive 
effort to study and classify these mental disorders. 
Outstanding at this time was Phillippe Pinel 
(1745-1826) in France who liberated mental 
patients from chains and put them at occupations 
as a part of curative treatment. During the same 
time, a farmer in the north of Scotland is reported 
to have acquired great fame in that region by his 
success in the cure of “lunatics.” He compelled 
his patients to labor on his farm. Their occupa- 
tions were varied, their labor was divided, and 
each individual was assigned the duty which he 
appeared best able to do. 


In England in 1791, Samuel Tuke founded York 
Retreat with this same humane attitude and pro- 
vided occupational activities for the insane 
patients. In a personal letter to Thomas Eddy, 
member of the board of governors of New York 
Hospital, he gives his views concerning the value 
of occupations. Deutsch presents an excerpt from 
this letter. 


“IT observe with, pleasure that one leading 
feature of your institution is the introduction 
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of employment amongst the patients—an object 
which I am persuaded is of the utmost im- 
portance in the moral treatment of insanity. . . 
The employment of insane persons should, as 
far as it is practicable, be adapted to their 
previous habits, inclinations, and capacities, 
and, though horticultural pursuits may be most 
desirable, the greatest benefit will, I believe, be 
found to result from the person being engaged 
in that employment in which he can most easily 
excel, whether it be an active or a sedentary 
one.” 


In 1875, the Thomas Eddy mentioned above was 
instrumental in developing the work program in 
what was then Bloomingdale Hospital, White 
Plains, New York. This program, which offered 
exercise, entertainment, and employment, pro- 
vided walking, riding, sports, gardening, bas- 
ketry, and many others. However, no attempt 
was made to suit the occupation or other activity 
to the particular needs of the individual patients. 


Dr. Benjamin Rush (1745-1812), “Father of 
American Psychiatry,” opened Pennsylvania Hos- 
pital in Philadelphia. A statement of his in 1798 
shows that he recognized employment as a “valua- 
ble means of preventing violent outbreaks.” 
Among the many activities furnished were sew- 
ing, embroidery, flower gardening, shoe repairing, 
carpentry, farm work, concerts, and lectures. He 
is given credit for anticipating modern psychiatry 
by making an attempt to provide occupations for 
their therapeutic benefit and not for the economic 
value of the return from the patient’s labor. 


Doctor Wyman of McLean Hospital, Waverly, 
Massachusetts, in 1822 wrote that “amusements 
provided in an establishment for lunatics divert 
the attention from unpleasant lines of thought and 
have a powerful effect in tranquilizing the mind, 
breaking up wrong associations of ideas, and in- 
ducing correct habits of thinking as well as act- 
ing.” At a later date, 1839, Doctor Bell, when 
superintendent of this hospital, wrote, “the ex- 
periment of mechanical labor was here first in- 
troduced, and the safety, expediency, and immense 
utility of putting tools into the hands of patients 
was entirely and satisfactorily decided.” Since 
1834, there has been a carpenter’s shop in which 
wood carving and cabinet making have been 
taught for the men, while the women have had 
lessons in drawing, painting, and various forms 
of fancy work. McLean Hospital was possibly 
the first to engage a full-time occupational worker 
for supervision of activities of patients. 


The Sheppard and Enoch Pratt Hospital, Tow- 
son, Maryland, in 1895 fitted up a metal working 
shop for their patients, later added other crafts, 
and in 1905 engaged a teacher in arts and crafts. 
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The American Journal of Insanity, now the 
American Journal of Psychiatry, first published in 
1846, made frequent reference to work as a cura- 
tive measure. Johanna Reil of Germany had pub- 
lished a book in 1803 in which eight pages were 
devoted to treatment by work. 


With the greatly increasing use of occupations 
as a therapeutic agent, it soon became apparent 
that there should be persons specially trained to 
carry out this treatment if it was to be success- 
ful. Possibly the first effort to give any special 
training was that provided in 1906 by Miss Susan 
Tracy who gave a course in Invalid Occupation 
at Adams Nervine near Boston, Massachusetts. 
In 1910 she published a book, “Studies in Invalid 
Occupation.” At the Chicago School for Civics 
and Philanthropy a training course in occupations 
was organized for hospital attendants. This 
course, which was first offered in 1908, included 
instruction in handwork, gymnastics, and play- 
ground work, as well as lectures. The Sheppard 
and Enoch Pratt Hospital in 1911 provided prob- 
ably the first nurses’ occupation course in a hos- 
pital for mental diseases. For the purpose of 
providing more specific and formal training for 
therapists, many other training schools were later 
established for that definite purpose. 


In 1917 the American Occupational Therapy 
Association was founded. Minimum standards 
to be observed in the training of therapists were 
adopted in 1923. A registry is provided for the 
therapists who meet the standards for member- 
ship in the association and are enrolled as mem- 
bers of it. The standards for membership are 
raised from time to time and schools and courses 
are approved. In 1933 there were four training 
schools for occupational therapists. Some educa- 
tion in the principles and practice of occupational 
therapy is provided in many nurses’ training 
schools today. The American Medical Associa- 
tion through its Council on Medical Education 
and Hospitals is making a study of all training 
schools and courses. The 1936 directory of regis- 
tered occupational therapists gives the names of 
595 members, and of these, all but nineteen are 
women. The registry, however, does not present 
the total number of those actively engaged in this 
field. Many who are eligible are not members of 
the association and those therapists who do not 
possess the qualifications set up by this group 
are of course ineligible for the registry. It should 
be pointed out that the registry includes the 
therapists engaged in this activity in all types of 
institutions and not just those employed at 
psychiatric hospitals. 


This brief presentation of the historical back- 
ground of occupational therapy in psychiatric 
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hospitals should be sufficient to show that any 
changes in its principles and practice have not 
been the result of any sudden movement. No 
attempt has been made to survey the status and 
scope of this activity in present day institutions. 
If such a study were made, it might disclose that 
while some institutions had progressed in its ap- 
plication along with advances in contemporary 
psychiatry, other places may have made no pro- 
gressive development in either. 


Having looked at the development of what is 
called occupational therapy and the education of 
therapists for its supervision, it might be well to 
present some concepts of this term, attempt a 
definition of it, and indicate’ the limits of what 
might be included in its scope. 


Occupational Therapy Defined 


As defined in its principles by the American 
Occupational Therapy Association, occupational 
therapy is a method of treatment of the sick or 
injured by means of a purposeful occupation. Dr. 
H. A. Pattison presents the definition as “any 
activity, mental or physical, definitely prescribed 
and guided, for the specific purpose of contribut- 
ing to or hastening recovery from disease or in- 
jury.” The broadness of his concept of this field 
is indicated in the words “any activity, mental 
or physical.” This would cover the study of a 
language, writing stories, acting in plays, making 
marionettes, participation in sports, and working 
at various crafts, so long as these activities were 
regularly prescribed and guided for their specific 
therapeutic value to the patient. 


Deutsch in his brief discussion of occupational 
therapy gives a definition by the British Board of 
Control issued in 1933 in its “Memorandum on 
Occupational Therapy for Mental Patients.” As 
limited by them, it is “the treatment, under medi- 
cal direction, of physical and mental disorders by 
the application of occupation and recreation with 
the object of promoting recovery, of creating new 
habits, and of preventing deterioration.” 


As generally used, the term, occupational ther- 
apy, is perhaps too inclusive in what it embraces. 
Its historical background, as well as some of the 
preceding concepts, shows that much which is 
basically recreational, educational, or industrial 
has come within its province. Today many in- 
stitutions provide for correspondence courses of 
many kinds: rather formal class work in painting, 
sculpture, nature study, music, and others. While 
these are of distinct therapeutic benefit, they 
would hardly be classified as occupations, but 
might better be included under a category of edu- 
cational therapy and, if necessary for administra- 
tive purposes, as a sub-division of occupational 
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therapy. It is not denied that sports, games, danc- 
ing, gymnastics, and similar activities may be 
used with therapeutic benefit. However, these 
are recreational, not occupational or educational, 
and can better be grouped in a division of recrea- 
tional therapy. The use of patients to supply part 
of the labor needs is often expedient and necessary 
in state institutions. Within certain limits, not 
here developed, these labor needs may have thera- 
peutic value for the patients. Nevertheless, this 
farm work, employment in dining service, food 
preparation, laundry, and repair shop is indus- 
trial and should be so classified instead of under 
occupational therapy as is so often true. A type 
of individualized group therapy called project 
work may be offered as distinct from the usual 
occupational activity. In this, the patient actively 
participates as a member of a group in work, 
provided as far as practicable out-of-doors, which 
is of value to all the group. This may include the 
development of a flower garden, building a shelter 
house, preparing a baseball diamond, etc., or in- 
doors in developing a marionette show and build- 
ing lawn furniture, all of which is distinct from 
the usual offerings in occupational therapy. 


Need for More Definiteness of Aim and 
Application 


At the present time, some activity known as 
“occupational therapy” is provided at possibly the 
majority of psychiatric institutions. This does 
not, of course, mean that all so designated have a 
therapeutic value for the patient. In many places 
the “occupational therapy” may be provided 
largely to secure an economic saving. In those 
institutions where it is offered, occupational ther- 
apy should be given as an adjunct to other forms 
of treatment. It supplements what is done else- 
where for the patient and increases its value for 
him. Although it is generally stated as being 
given for its benefit to the patient, there has been 
a lack of definiteness in the aims to be achieved 
and a consequent absence of specific application. 


The historical background of occupational ther- 
apy indicates that labor of any kind was con- 
sidered beneficial in itself. Little attemnt, if any 
at all, was made to determine the particular needs 
of the individual patients and to provide treat- 
ment suitable for them. Too often, even today, 
that appears to be the practice in many institu- 


tions. At present in the modern progressive 
psychiatric hospitals, highly individualized forms 
of therapeutic treatment are provided. In occupa- 
tional therapy, as in others, an attempt should be 
made to fit the occupational activity to the particu- 
lar psychological needs, often unconscious, of each 
patient. It is with that in mind that a concept of 


HOSPITALS 





occupational therapy is presented as a basis for 
further development. 


New Concept of Occupational Therapy 


The concept of occupational therapy which will 
be observed in this development is that it is the 
treatment, under medical direction, of physical 
and mental disorders by the application of pre- 
scribed occupational activity for the achievement 
of specific therapeutic aims. As stated earlier, 
attention will be devoted here to the mental dis- 
orders only. What does this concept mean? What 
does it necessitate in a program of occupational 
therapy for a progressive psychiatric hospital? 


In studying the above concept, the first con- 
sideration will be to review the derivation of the 
word “therapy.” This comes from a Greek word 
meaning to serve, to treat medically. The original 
usage would then pertain to the discovering and 
applying remedies for disease. In present usage, 
“therapy” is used chiefly in compounds or in con- 
junction with another word as in hydrotherapy, 
insulin therapy, radium therapy, occupational 
therapy, and others. In these compounds and 
word phrases, the first part is adjectival and re- 
fers to the medium used as the basis for that par- 
ticular therapeutic, medical treatment. Occupa- 
tional therapy then etymologically means to treat 
medically through the use of occupations. 


The phrase “to treat medically” gives the con- 
notation of doing with definiteness of purpose. 
Radium therapy is used with a specific end result 
in mind, and the one applying this must provide 
individualized treatment for each case. Radium 
used without definiteness as to purpose or amount 
would be injurious and non-therapeutic. Malaria 
therapy is used with specificity in treating gen- 
eral paresis. The analogy, which is already indi- 
cated, is that occupational therapy should be pre- 
scribed and given with as much definiteness of 
purpose in treating mental disorders as other 
therapies may be provided for physical disorders. 
Occupational activity provided any other way 
should not be dignified by having therapy attached 
to it. To do so would be to use the word very 
loosely. In contemporary usage many expres- 
sions are not harmonious with their etymological 
Meaning and it is not always essential that they 
should be. However, occupational therapy should 
retain its full original meaning and seek to parallel 
the specificity indicated in radium therapy, x-ray 
therapy, and others. ° 


The analogy between the therapies is further 
Indicated in the fact that occupational therapy is 
Prescribed occupational activity under medical 
direction. This means that the doctor responsible 
for the care of a particular patient is to prescribe 
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this activity as he would any medicine or other 
treatment. It further indicates that as a nurse 
does not provide medical treatment without the 
doctor’s orders, neither does the occupational 
therapist offer therapeutic care which has not 
been prescribed by the one in charge. As a nurse 
keeps a chart on the patient, so does the therapist 
observe and make notations for the doctor as a 
check on the results of treatment. The prescrip- 
tion provides definiteness as to kind and amount 
of occupational activity for achieving the specific 
therapeutic aims which are also stated by the 
doctor. 


Summary 


The brief historical resume showed that oc- 
cupations were very early used in caring for the 
mentally ill but without any definiteness as to pur- 
pose. A knowledge of contemporary institutions 
discloses that the latter is still too often true. The 
beginnings of formal programs of occupational 
therapy in psychiatric institutions was indicated. 
The inception of formal training for therapists 
was presented and the development of fixed stand- 
ards for that training was disclosed. From the 
historical background a progressive concept for 
occupational therapy was then developed and its 
meaning and application more fully amplified. The 
necessity of giving occupational therapy the 
“specificity” of other therapies was emphasized 
and analogies drawn. 
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Medical Staff Conference 





Time—Place—Physical Essentials 





able to fix the time for staff conferences so 

that there will be the least inconvenience or 
interference with the regular office hours of the 
members. Whether these conferences shall be 
held in the evening or at noon depends upon the 
locality and the preferences of the group, but in 
either case it has been found that when staff con- 
ferences are preceded by a tasty lunch or supper, 
the attendance is increased. 

While some very successful staff conferences are 
conducted at noon, they are likely to be curtailed 
through lack of time. Generally speaking, the 
evening hour would seem to be preferable. 

An important consideration in assuring interest 
and attendance is the careful preparation of the 
agenda in advance and the definite fixing of the 
duration of the conferences. Busy physicians who 
plan for a conference scheduled to last an hour and 
a half, lose their enthusiasm when such confer- 
ences are extended beyond the period set. 

Since the staff conference is intended to be an 
analysis of the professional performance for the 
preceding month, it is desirable that such confer- 
ences be held as soon as possible after the comple- 
tion of the month’s work, but not too soon after 
the last day, otherwise the records for the latter 
part of the month will not be complete or available. 
The end of the first week in each month, or the 
first few days in the second week will usually be a 
desirable date for the conference covering the 
previous month and will afford ample opportunity 
to complete all records, statistics, necropsy re- 
ports, etc. 

It is important that the time be definitely fixed 
for staff meetings—the day of the week and the 
hour of the day—from month to month, so every- 
one concerned can depend on the staff meeting 
being held, say—on the second Tuesday in each 
month at eight p. m.—and can arrange appoint- 
ments and hours accordingly. This time will be 
set and whether or not an announcement is sent 
out or a bulletin posted, the meeting will be then 
held. It might be wise to circularize the staff to 
determine the most convenient hour for all, in- 
terns and courtesy staff members included. 

Every hospital should have a suitable audi- 
torium for staff conferences and other medical 
meetings, but in the absence of an auditorium, a 


T: ASSURE the largest attendance it is desir- 
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nurses’ class room, dining room, or other space 
large enough to accommodate the entire staff 
should be used. Under no consideration should 
hospital staff conferences be held elsewhere than 
in the institution or immediately adjacent to it. 

The first consideration is that the place desig- 
nated for the staff conferences shall be properly 
ventilated, with good lighting and comfortable 
chairs. 

It is desirable to have the conference room 
designed so as to provide a slightly elevated plat- 
form with a separate entrance thereto from the 
hospital through which patients may be brought 
either on stretchers or wheel chairs for demon- 
strations. Provisions should also be made for the 
complete darkening of the conference room with- 
out interfering with ventilation. 

If the auditorium is large and attendance suf- 
ficient to warrant it, sound amplifying equipment 
will add greatly to the success of the meetings. 

The more comfort provided, the greater the 
attendance. 

A book registry or card should be provided to 
record attendance. The roll should be called and 
a record kept of attendance at each meeting. It 
should be the duty of the secretary to notify delin- 
quents and request their presence at staff meet- 
ings. Each member of the regular staff should be 
required to attend two-thirds of the staff meetings 
in order to maintain staff membership. 

For the proper conduct of a staff conference 
there should be provided ample blackboard space, 
provisions for showing x-ray films, preferably a 
light box with a Cooper Hewitt light, a projecting 
apparatus with carbon arc lamp and cooling cham- 
ber for still slides, microphotos, typed opaque ma- 
terial and glass slides. There is also required a 
moving picture projector and white opaque screen 
of a height about one-fourth the length of the room 
but not less nor more than eight feet wide. There 
should be a few small tables on wheels upon which 
gross pathologic specimens may be displayed and 
moved about so that all may see and examine them 
from their seats. A few microscopes set up and 
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adjusted are useful when pathologic or bacteri- 
ologic slides are to be shown. 

The meetings should be conducted according to 
strict parliamentary procedure; a record should 
be kept of proceedings and an annual report should 
be rendered to the board of trustees of attendance, 
committee work, clinical chart record of physi- 
cians, and recommendations of the staff for im- 
provement of clinical performance in the hospital. 
These meetings should be devoted to a clinical and 
scientific analysis of professional performance and 
set papers or talks should be discouraged. Clinical 
work should be reviewed and fatal cases discussed. 
The pathologist and radiologist should play impor- 
tant parts in these discussions. Staff members 
whose cases are to be discussed should be notified 
in sufficient time to assure their attendance. 


There has been a tendency in large hospitals 
to discontinue monthly staff conferences in favor 
of weekly departmental conferences and while the 
latter of course are desirable in a large hospital 
and should be encouraged, in our opinion they can 
never entirely replace the monthly general staff 
conference for the analysis of hospital service, 
when the entire staff is present, including the 
radiologist and pathologist. It is therefore rec- 
ommended that even when departmental confer- 
ences are held the general staff conference be 
continued and that attendance be made compul- 
sory for all. Because of the size of the staff in the 
larger institutions it may be necessary to have 
the in-patient staff, consisting of attendants, as- 
sociates, residents and interns, and the out-patient 
staff, consisting of assistants and clinical assist- 
ants with associates from pathology and roent- 
genology, hold separate meetings, each group hav- 
ing the privilege of attending the other meeting. 


The staff conference should embrace the follow- 
ing agenda, modified as may be necessary for the 
in-patient and out-patient services if separate 
meetings are held: 


First Period 


Call meeting to order. 

Roll Call (result sent to executive office). 
Reading and disposal of minutes of last 
meeting. 

Business arising out of minutes. 

Reports of committees. 

New business. 


Second Period 
Presentation of professional work for past 
month, on blackboard, by lantern slides, and 
through copies of monthly analysis sheets. 
Analysis of report 
a) Discussion of patients discharged since 
last meeting, with special reference to: 
1) Agreement of diagnosis—(compari- 
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son of preoperative, post-operative 
and pathological) 
2) Consultations held 
3) Infections occurring in hospital 
4) Deaths—Autopsy protocol 
5) Unimproved cases with stay of 25 
days or longer. ; 
Discussion of patients in hospital with 
special reference to such matters as: 
1) Obstetric morbidity 
2) Post operative bronchial complica- 
tions 
3) Cases presenting intricate diagnoses. 
Reports of committees on: 
1) Diagnostic and therapeutic services 
a) Clinical laboratory 
b) Radiology 
2) Medical records—list of delinquents 
authorized for posting by medical 
council. 
Considerations and recommendations to 
medical advisory council for improvements 
in professional service. 
a) Improvements in obstetric technique 
b) Air conditioning for surgery and nursery 
c) Admission of operative cases night be- 
fore operations, thereby preventing 
proper preoperative studies 
d) Need for psychopathic accommodations 
e) Reorganization and extension of physi- 
cal therapy service. 
Adjournment 

The above is intended merely as an indication of 
the general procedure and of course the subjects 
under “2-a and b.” and “3-a, b, c, d, and e” are 
inserted only to give an idea of the scope of 
discussion. The business details embraced within 
the first period should be conducted with dispatch, 
but if it is found that these affairs take up too 
much time, it would be advisable to hold a special 
business meeting for that purpose at another time, 
at which attendance need not be obligatory. 

The regulations governing the conduct of staff 
conferences should be formulated by the council 
upon which sits the president of the staff. 
Programs for staff conferences should be formu- 
lated by a standing staff committee. 

The organized staff is obligated to analyze the 
professional work at these regular staff meetings 
and should have the right to offer any recom- 
mendations concerning these matters which it 
may deem necessary, such recommendations to be 
submitted to the Medical Advisory Council for 
consideration. The council should be charged 
with the obligation of placing upon the agenda 
of staff conference programs such matters as it 
may wish to bring before that body, and staff 
opinion should be sought by the council upon pend- 
ing medical policies which affect the staff. 
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EDITORIALS 


Principles and Proposals Submitted 
by 430 Physicians 

In the October 16 issue of the Journal of the 
American Medical Association appears an editorial 
entitled “The American Foundation Proposals for 
Medical Care.” Although we understand that 
these proposals do not emanate from the Ameri- 
can Foundation itself, but rather from physicians 
who are connected with the recent study made by 
the Foundation and others, nevertheless the fol- 
lowing principles and proposals were circulated 
among members of the profession, who were 
asked to endorse them if they felt so inclined: 


PRINCIPLES 


That the health of the people is a direct con- 
cern of the government. 

That a national public health policy directed 
toward all groups of the population should be 
formulated. 

That the problem of economic need and the 
problem of providing adequate medical care 
are not identical and may require different 
approaches for their solution. 

That in the provision of adequate medical 
care for the population four agencies are con- 
cerned: voluntary agencies, local, state, and 
federal governments. 


PROPOSALS 


That the first necessary step toward the real- 
ization of the above principles is to minimize 
the risk of illness by prevention. 

That an immediate problem is provision of 
adequate medical care for the medically indi- 
gent, the cost to be met from public funds 
(local and/or state and/or federal). 

That public funds should be made available 
for the support of medical education and for 
studies, investigation, and procedures for rais- 
ing the standards of medical practice. If this 
is not provided for, the provision of adequate 
medical care may prove impossible. 
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That public funds should be available for med- 
ical research as essential for high standards 
of practice in both preventive and curative 
medicine. 


That public funds should be made available to 
hospitals that render service to the medically 
indigent and for laboratory and diagnostic and 
consultative services. 

That in allocation of public funds existing pri- 
vate institutions should be utilized to the larg- 
est possible extent and that they may receive 
support as long as their service is in conso- 
nance with the above principles. 

That public health services, federal, state, and 
local, should be extended by evolutionary proc- 
ess. 


That the investigation and planning of the 
measures proposed and their ultimate direc- 
tion should be assigned to experts. 

That the adequate administration and super- 
vision of the health functions of the govern- 
ment, as implied in the abcve proposals, neces- 
sitates in our opinion a functional consolida- 
tion of all federal health and medical activities, 
preferably under a separate department. 


The editorial in question is sharply critical of 
the procedure of these members of the Commit- 
tee and of their program. The parts of it which 
most of all pertain to hospitals are proposals 
5 and 6. The editorial in the American Medical 
Association Journal says: 


“Still more serious is the fifth proposal, to the 
effect that the government subsidize private hos- 
pitals in relationship to their laboratory, diag- 


nostic and consultative services. The nonprofit 
voluntary hospital is the pride of American 
philanthropy and a major factor in maintaining 
a high quality of medical service. The tender of 
governmental funds to such institutions for the 
care of an ill-defined group called the medically 
indigent appeals to the unthinking physicians who 
have endorsed these principles and proposals. Yet 
such an arrangement would put the hospitals 
promptly into the practice of medicine.” 








It is probably true that a direct subsidy of the 
voluntary hospital by a government agency would 
be a mistake. It may lead to political control. 
It takes away the initiative which is given the 
hospital by the necessity of obtaining funds from 
the community for its support. It deprives the 
community of the direct interest in the hospital 
which it has when it voluntarily contributes. 


On the other hand, it is entirely possible to use 
public funds in payment for services rendered by 
the voluntary hospital, on a per capita cost basis 
for the care of the medically indigent by the local 
government, if possible; if not, perhaps by state 
or federal funds. If this payment is made in re- 
turn for the care of patients on the basis proposed, 
and it is made a matter of right by law, there is 
no chance for political interference. The hos- 
pital will still need all the help that it can get 
from the community in the form of gifts by the 
benevolent. In many parts of the country it is 
now true that hospitals are thus reimbursed. It 
is so done in New York City, although perhaps 
the reimbursement does not equal the cost, but 
in many cities in Massachusetts—Boston, for in- 
stance—where a city hospital exists, the volun- 
tary hospitals care for many of the cities’ indi- 
gent patients with no reimbursement whatever 
from public funds, unless we may say that as they 
are tax-exempt they indirectly are thus repaid 
for their expenditure for this purpose. 


As to the criticism that such an arrangement 
puts hospitals into the practice of medicine, the 
roentgenologist, pathologist, and anesthetist 
would be recompensed exactly as they are today— 
some by salary and some on a fee basis. 





Massachusetts Contraceptive Clinics 
and the Law 
On June 3, 1937, the police department of 
Salem, Massachusetts, raided the North Shore 
Mothers’ Health Office, a clinic instituted for the 
giving of contraceptive advice for medical in- 
dications only. The doctor in charge, the nurse, 
and the social worker were tried in the District 
Court and found guilty of “exhibiting an article 
used for the purpose of preventing pregnancy,” 
an act which, according to Massachusetts Statutes, 
is illegal. Sections 20 and 21 of Chapter 272 of 
the Massachusetts General Laws. 


On August 2 the Mothers’ Health Office in 
Brookline was raided, and the doctor in charge 
was found guilty of “exhibiting contraceptives 
and offering them for sale,” also an illegal act. 
On August 5 the headquarters of the Massa- 
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chusetts Birth Control League were visited by 
Boston police, the president and the educational 
director of the League were arrested, tried, and 
found guilty of giving written information as to 
where knowledge of contraceptive methods could 
be obtained. 


All three cases were appealed. In the appeal of 
the Salem case to the Superior Court, the only 
one to be tried at the time this is written, the de- 
cision of the Lower Court was sustained. 


Both of the Mothers’ Health Offices involved in 
this legal action were operated under the direc- 
tion and with the support of the Birth Control 
League of Massachusetts. Contraceptive advice 
was given only to married women, and only when 
the mental or physical health of the patient was 
such that pregnancy would be dangerous. The 
medical policy of the clinics was supervised by a 
group of twelve consulting physicians, all men of 
standing in their profession. 


The patients were referred to these health of- 
fices by hospitals, social agencies, and welfare de- 
partments. Without exception, they were poor 
women who could not afford to go to private 
physicians, most of them could not even pay for 
the necessary supplies. A majority of them were 
from families that were on relief. Women who 
were found to be pregnant were not accepted as 
patients; abortions were never performed. 


Several of the judges who sat in these cases 
expressed or implied their belief that the employ- 
ment of contraception for medical indications was 
proper if given by a physician in his office, but 
they objected to the giving of this advice in a 
clinic conducted for that purpose alone. Some 
of them expressly stated that it was necessary for 
a judge in the lower court to administer the law 
as it stood; that a new and broader interpreta- 
tion of the law was a prerogative of the Supreme 
Court, or should be brought about by legislative 
action. 


The defense argued that these statutes were 
included among the laws against obscenity; that 
at the time they were placed upon the statute 
books the idea that contraceptive advice was 4 
part of medical practice had not been generally 
accepted. It was pointed out’ that the United 
States Second Circuit Court of Appeals had stated 
that the Federal laws against transmitting con- 
traceptive articles in the mail did not apply when 
such material was to be used to “further the 
health or well-being” of the recipient. 


As a result of these legal actions, hospitals of 
the highest standing now find themselves unable 
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to refer patients with serious heart or kidney 
disease to clinics where they may be instructed 
how to prevent further pregnancies. Whether it 
will be feasible for such hospitals to give this in- 
formation in their own clinics is debatable. This 
procedure would seem to be the obvious solution ; 
we doubt if legal action would be brought against 
a hospital of established reputation for doing this. 
It is conceivable, however, that certain trustees 
might hesitate to take such a step. 


The question will remain unsettled until the 
legality of giving contraceptive advice to sick 
women has been passed upon by the Supreme 
Court of Massachusetts. The appeal will prob- 
ably be heard in December; it will then be decided 
whether, under existing statutes, doctors have the 
right to give contraceptive information to those 
among their patients for whom pregnancy would 
be a major hazard, or whether the question will 
have to be submitted once more, as it was in 1930, 
to the State Legislature. 


If, as an outcome of these legal actions, hos- 
pitals are forced to take over this function so far 
as their own patients are concerned, we may look 
upon the proceedings of the past few months as 
a blessing in disguise. The giving of contracep- 
tive advice should be in the hands of the medical 
profession, and should be dealt with in the same 
way as any other therapeutic procedure. 


memati pieensmaee 


Better Understanding 


While a hospital trustee was checking with the 
administrator some of the hospital’s overdue ac- 
counts upon which he had spent much time, he 
remarked, “Some months ago I misjudged ‘one of 
our employees, and I am sorry. I had no appre- 
ciation of the patience, tact, and knowledge re- 
quired for the position.” 


This particular trustee is engaged in a busi- 
ness which is conducted on a thirty-day cash basis. 
He had little idea of the problems which confront 
the business office of a hospital when accident 
cases or acutely ill patients are brought to the 
door. He did not appreciate that it takes first- 
hand knowledge to make proper decisions in cases 
where a financial outlay is involved and may never 
be met, or when a patient needs further care, but 
lacks sufficient funds. 


Many instances which arise in a hospital, where 
the decisions of the personnel are questioned or 
misjudged, could be avoided by the intelligent 
understanding and cooperation of the trustees, 
medical staff, and the administrator. 
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The privilege of hospital trusteeship is an 
honor, but one vested with real responsibility. It 
requires time and study to guide the institution 
so that it functions with maximum efficiency. 


A challenging opportunity knocks at the door 
of the medical staff to familiarize itself with. the 
work and routine of its hospital. Fortunate, in- 
deed, is the medical man who knows his hospital 
will cooperate with him in caring for his patients. 


Informed trustees, an understanding, coopera- 
tive medical staff, and an alert, sympathetic ad- 
ministrator can be a triumvirate of unity in which 
there is no misunderstanding. 


The Biblical injunction, “Judge not lest ye be 
judged,” is as applicable today as when it was first 
written. 


——=——— 


The Protest of the National 
Nurses Association 


The National Nurses Association, which is not 
to be confused with the American Nurses Associ- 
ation, through its President, Virginia Mirabella, 
addressed a communication to the Hon. Frances 
Perkins, and the United States Immigration Serv- 
ice, protesting against the admission of Canadian 
nurses to the United States, and their employment 
by hospitals in this country. It was alleged that 
the United States immigration laws were being 
violated and that United States hospitals were 
employing Canadian nurses to the prejudice of 
the interest of American nurses. 


The immigration laws were not being violated 
and hospitals were not employing Canadian 
nurses, when American nurses could be secured 
for institutional work. Hospitals in New York, 
Rochester, Buffalo, Cleveland, Detroit, Minne- 
apolis, and St. Paul, among other cities, have ex- 
perienced an acute shortage of nurses for several 
months. Canadian nurses, who applied for service 
in the hospitals, were given employment as needed 
and at the same rate of pay as American nurses. 
The total number employed was not large. The 
hospitals were not doing anything prejudicial to 
American nurses, for the reason that nurses could 
not be secured in sufficient numbers to carry on 
the necessary nursing service. 


The Canadian nurses neither violated nor evad- 
ed the immigration regulations. They came into 
this country through lawful entry, and entered 
the service of the hospitals in good faith. The 
hospitals, for their part, took the only action they 
could take, in engaging their services, when and 
as needed, and when American nurses were not 
to be had. 














Air Conditioning in Hospitals 


IR conditioning is fast becoming a very 
A popular subject and it has been suggested 
by some that it will be the means of lifting 
the Nation out of the depression. Strong financial 
interests have taken hold and through the means 
of national advertising the public is rapidly be- 
coming air conditioning conscious. Naturally all 
this advertising and talk brings up the question of 
how it applies to hospitals. 


The American Hospital Association has had a 
Committee on air conditioning for the past five 
years and every year much of the new equipment 
and installations made in hospitals have been re- 
viewed by the Committee. So far the Committee’s 
report for each year has stressed the idea of 
caution on expenditures for air conditioning equip- 
ment, principally because the Committee has not 
felt that any real progress has been made as far 
as hospitals are concerned. 


Two Types of Service 


Hospital air conditioning divides into two types 
of service: Conditioning for comfort, and condi- 
tioning for therapy. The first applies to the por- 
tions of the building occupied by the employees 
and staff, such as administration, dining rooms, 
surgeries, and other auxiliary departments. In 
these areas the patient spends only a relatively 
short amount of time and is not seriously affected. 
Air conditioning for comfort has been tested out 
commercially in theatres, hotels, stores, and 
homes and therefore it is not difficult to arrive at 
suggestions for air conditioning in the comfort 
areas of a hospital. There is much equipment on 
the market and with proper selection to fit the 
varying conditions satisfactory results can be 
obtained. Whether a central plant or a group of 
units is best depends upon the factors in each par- 
ticular case and no general recommendation can 
be made. If funds.are available for the luxury of 
air conditioning in these areas, and it is truly a 
luxury, a designing engineer and not a salesman 
should be employed to lay out the equipment to 
fit the particular problem. Then let the various 
manufacturers submit bids in competition. More 
suitable equipment will be obtained in this way 
and the possibility of an installation, good in itself, 
but not suited to the specific problem will be 
avoided. 
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Air conditioning the portions of the hospital 
used by patients is entirely a different problem 
and its advisability is questioned, because so little 
is really known about the effects of different 
climates on various maladies. We do know that 
cooled filtered air does improve the conditions for 
some cases, but their frequency is not great 
enough to demand air conditioning the entire 
patient portion of a hospital. For patients, air 
conditioning should mean the control of climate, 
and it should be possible to give any individual 
patient any particular climate regardless of out- 
door climatic condition. The equipment should 
be entirely adequate to maintain that specified 
climate throughout the year’s cycle. 


To do this means that temperature, humidity, 
floating particles, the ozone content, and possibly 
even the barometric pressure must be controlled 
and kept constant. 


The Therapeutic Values of Artificial Climates 


Studies and records of the therapeutic value of 
artificial climates on patients are very scarce. 
Principally because there are very few places 
where such studies can be carried forward. It 
seems that the prudent procedure would be 
to have some of our larger hospitals, with teach- 
ing and research facilities, install some air con- 
ditioned nursing units. These units to be con- 
structed and equipped so that the desired climate 
for each patient can be obtained, and records 
kept to prove what the climate was at all 
times during the patient’s occupancy. With these 
facilities available, the medical profession could 
definitely determine what climates were best for 
each particular type of case. Until we do know 
the effects of different climates on patients in their 
various infirmities, it seems unwise to subject 
them to air conditioning just for comfort. The 
very comfort might be injurious to them. The 
human race has lived on this planet, we know not 
how long, and nature has equipped us to with- 
stand the variations of climate when we are well. 
It is usually when we try to improve on nature 
that we get into trouble. We heat our buildings 
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in the winter to make them more comfortable, but 
in doing this we create conditions that are seldom 
found in natural climates. The moisture content 
is lowered beyond the content of any natural 
climate and the same thing happens in reverse 
when we cool the atmosphere. 


The Bad Effects of Unnatural Climates 


The unnatural climates produce bad effects on 
well people and must create quite a hazard for the 
sick whose resistance is already low. This ques- 
tion of moisture content, spoken of as the relative 
humidity, is controllable, but quite frequently it 
is not controlled. Adding moisture to the air in a 
room is very simple, but taking it out is another 
problem. We have all experienced the ill effects 
in movie theatres that chilled the air but made 
no effort to take out the excess moisture at the 
lowered temperature. 


The peculiarity of air that is so troublesome to 
air conditioning is that the atmosphere’s ability 
to hold moisture varies greatly with the tempera- 
ture. When the temperature is lowered the rela- 
tive humidity increases and if lowered enough the 
saturation point is reached and the moisture 
begins to drop out, a condition that is seldom 
experienced in actual climates (except in the 
clouds). When the temperature is raised the air 
will soon become dryer than any actual climate 
(except the desert). Very few people are accli- 
mated to living in the clouds or on the deserts and 
we should not require patients to live in such 
atmospheres. All manufacturers of air condition- 
ing equipment are aware of these problems and 
most of them attempt to control the moisture 
content in the rooms they condition, however this 
relative humidity is not visible nor is it a condition 
easily recognized. We know when a room is too 
hot or too cold without a thermometer, but we 
cannot with our ordinary senses determine the 
relative humidity, and yet the amount of moisture 
in the air is a fundamental characteristic of differ- 
ent climates. When we are caring for the sick we 
must know what we are doing, hence the above 
Suggestion of a laboratory for research in air con- 
ditioning, before we spend a lot of money air 
conditioning the patient spaces in hospitals. 


Departments Where Air Conditioning Is Desirable 


As for the patients, it would be suggested 
that air conditioned surgeries, and delivery rooms 
are very desirable, particularly for the summer 
Season. It will improve the work and dispositions 
of the personnel greatly. When installing equip- 
ment for such rooms keep the systems flexible so 
that different conditions can be obtained in each 
unit. It is surprising how different the doctors 
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react to air conditioning. What one wants will 
be very objectionable to another. 


Next in importance is the nursery. Here you are 
dealing, normally, with well and healthy babies, 
and properly controlled air conditioning will be 
very beneficial to them. Such spaces are not large 
and the traffic in and out is not great so that air 
conditioning can be obtained without a great deal 
of expense. The type of system depends upon 
building conditions, but in no case should it be just 
a room cooler, the humidity must be controlled. 


Defining Air Conditioning as Applied to Hospitals 


In conclusion let us define air conditioning as it 
should apply to hospitals: 


First during the cooling cycle: 


a Remove the excess heat from the air 

b Remove all dust particles as these have been 
found to be vehicles for bacteria 

c Remove the excess moisture or humidity from 
the air 

d Remove all odors and gases and avoid recir- 
culation between rooms 

e Distribute the air within the room to create 
a desirable air turbulence without creating drafts 

f Supply a minimum of 40 cubic feet of air per 
minute for each occupant 


Second during the heating cycle: 


a Heat the air to the desired temperature 

b Remove all dust and soot 

ec Add sufficient moisture to the air to raise the 
relative humidity 

d Remove odors and gasgs 

e Distribute the air in such a manner as to 
create a desirable turbulence without creating 
drafts 

f Supply a minimum of 40 cubic feet of fresh 
air a minute for each occupant 


Third during the changing seasons: There will 
be days when the first cycle will be needed and 
then the second and the equipment must be such 
that it can reverse itself quickly and automatically. 


Also in conclusion let us remember that green 
house plants seldom thrive as well after they are 
removed from their artificial climates and perhaps 
our patients and even the employes will experience 
some difficulties if we tamper too much with the 
atmosphere in which they have been accustomed 
to live. 














only because of the insidious effects which 
uncontrolled or excessive radiation may have 
on human and other life, and, in certain instances, 
because of its chemical effects upon some mate- 
rials. The irreparable damage which excessive 
exposure to this radiation can eause is mute testi- 
mony to the fact that the subject of x-ray protec- 
tion is one which must be given careful attention 
when planning the x-ray laboratory. 


Prony recause against x-radiation is necessary 


The need for adequate protection must not be 
minimized, yet by judicious planning, considerable 
expense can often be saved. 


The available information on x-ray protection 
is extremely meager and some of it is contradic- 
tory. The one factor which seems to stand out as 
unquestioned is the maximum quantity that can 
be absorbed by an individual during a working 
day without ill effect. This tolerance dose as 
published by the Bureau of Standards (Handbook 
HB-20, paragraph 5.08) and by the Committee on 
x-ray protection of the International Congress of 
Roentgenology (see Radiology, Vol. 23, No. 6, Dec. 
1934) is 0.1 “Yr” per day and is generally accepted 
as having an adequate safety factor. The one re- 
quirement of x-ray protective materials or devices, 
therefore, should be to provide this degree of pro- 
tection to the operating personnel and other life 
and property whieh might be within the field of 
radiation. 


The protective requirements set forth in the 
National Bureau of Standards Handbook HB-20 
are perhaps the most definite of any data pub- 
lished, and for diagnostic installations and for 
therapy installations up to and including approxi- 
mately 200 kv.p. probably can be safely applied 
without involving unusual construction problems 
or excessive expense. 


The Uses of Metallic Lead 


For installations operating at potentials above 
200 kv.p. the cost of metallic lead and the special 
construction problems involved because of the 
weight of the lead make means of providing equiv- 
alent protection by some other method especially 
desirable. Many materials have been tried, but 





Presented before the Construction Section, American Hospital 
Association Convention, Atlantic City, October 15, 1937. 





70 


X-Ray Protective Materials 


A. C. BALDWIN, Chicago 


The Author 
@ A. C. Baldwin is an electrical engineer of 
the General Electric X-Ray Corporation. 
He is an authority on the installation of 


X-ray equipment. 








of them only a dense conglomerate such as poured 
concrete appears to be practical. Even with con- 
crete, construction costs become excessive as the 
thickness required becomes. great. To overcome 
this objection, combinations of concrete and lead 
may be used. At the present time it appears that 
combinations of concrete and lead can be worked 
out which will provide adequate protection at a 
reasonable expense for any voltage now available 
or anticipated. 


The amount of concrete or lead or the combina- 
tion of lead and concrete required in any given 
installation is dependent upon a number of fac- 
tors, all of which resolve into an amount which 
will limit the radiation transmission to a total of 
0.1 r-units or less per day. 


Since quantity is the factor which must be con- 
trolled, several factors must be known before ade- 
quate protection can be specified. These factors 
include a knowledge of the r-unit output rating 
of the equipment to be used, the distance from 
the source of radiation to the x-ray protective 
barrier, the minimum effective wave length and 
the estimated total time of treatment during any 
working day from which, with other factors, a 
probable maximum incident radiation can be cal- 
culated, and from this the maximum protection 
that would be required. 


Tables showing the protection coefficient or lead 
equivalent of various protective materials have 
been published, but in most if not all instances, 
they lack the qualification necessary to give them 
specific value for a given installation. As an ex- 
ample, it can be shown that the protection coeffi- 
cient of poured concrete will vary anywhere from 
6 to 60, depending upon the voltage and thus upon 
the minimum wave length of the radiation. 


Lead Rubber and Lead Glass 


Materials other than lead and poured concrete 
have specific rather than general value as protec- 
tive agents. Lead rubber is useful where flexibil- 
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ity is essential such as in protective aprons and 
gloves to be worn by the operator. These, how- 
ever, should be classed as supplies rather than as 
entering into the planning of the x-ray depart- 
ment from the architectural standpoint. Because 
lead rubber deteriorates, it is rarely considered as 
structural material. 


Lead glass is useful in instances where trans- 
parency is desired or where an insulating material 
with a high protection co-efficient is required. 


Since, in manufacture, the lead content of both 
lead rubber and lead glass can be varied over a 
wide range, the protection coefficient of the spe- 
cific material to be used should be obtained from 
the manufacturer rather than to rely upon any 
published tables of a general nature. 


Barium Sulphate Plaster 


The successful use of barium sulphate plaster 
depends to a large extent upon the uniformity of 
the “mix” and is generally considered unsatisfac- 
tory for providing protection exceeding 1mm. lead 


equivalent. (Bureau of Standards Handbook 
HB-20, par. 1.10.) 


Other Materials of Low Protective Coefficients 


Steel, aluminum, brick, wood, and many other 
materials have relatively low protection coeffi- 
cients hence are not used specifically for that pur- 
pose, yet because their use structurally is usually 
necessary, they can be included’ in the calcula- 
tions for protective materials. 


A safe and simple formula for establishing ade- 
quate protection has long been sought but so far 
has defied solution. Extensive investigative work 
is under way at the present time and it appears 
probable that much more definite data will be 
available, but at the present time there is one and 
only one objective and, that is to limit the quan- 
tity of radiation at the places where protection is 
desired to 0.1 r-units per day or less. If the quan- 
tity of the transmitted radiation measures this 
amount or less, the protection may be considered 
adequate. If the quantity measures in excess of 
this value, it may be considered that the protec- 
tion is inadequate. 


Because of the many factors involved, each in- 
stallation should be planned individually so that 
the various requirements of the particular instal- 
lation may be properly considered. 





_ — 
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The Fruit Cellar of St. Cloud Hospital 
St. Cloud, Minnesota 


There are six thousand gallons of fruit, vegetables, and pickles—all canned by the Sisters—and over seven hundred pints 

of jelly in the little Petrolagar jars. Something over one-half of this amount was raised in their own gardens, and the rest 

was given by friends or picked by the Sisters on neighboring farms, with the exception of a small amount which was 
purchased 
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art and science involved in the routine daily 

supply of food for an institution. This 
service may at once attract or, as easily, repel the 
favorable impression or opinion that is usually the 
symbol of satisfaction. Good quality food, artistic 
arrangement, thoroughly reliable and well trained 
help, scrupulous cleanliness, and attractive per- 
sonalities can, with cooperation from the various 
departments, make this an important and attrac- 
tive service. 


T= casual observer seldom appreciates the 


Very often an institution’s plans for economy 
call upon the dietary department to make an im- 
- portant sacrifice. A good organization is careful 
in checking the handling of food and is continu- 
ously on the lookout for waste. This efficiency 
is accomplished by encouraging constructive 
criticism and by watching tray returns. 


Central Versus Decentralized Service 


We are indebted to the pioneer dietitians for the 
present excellent equipment, the use of which 
makes our kitchens such pleasant places to work. 
Most of our hospitals are of such large structure 
that decentralization of food service is being used 
more frequently, giving to the patient the indi- 
vidual touch that he may miss in a large cen- 
tralized system. There is usually some responsi- 
ble person on each floor who knows the likes and 
dislikes of the patients. 


Decentralization of food service is accom- 
plished by the use of well equipped floor kitchens 
or by the aid of food carts which convey the bulk 
of the cooked food to the various floors from the 
main kitchen. Centralized service, by which all 
the trays are served from the main kitchen, is 
often handicapped by mechanical difficulties in our 
new large hospitals, especially in trying to keep 
the food hot. Both types of food service have 
advantages as well as disadvantages. A central 
service unit is excellent for a small hospital. I 
have found that the central nourishment system 
works to an exceptionally good advantage in a 
large institution. All nourishments are of the 
same consistency and can be handled in a small 
space, thus avoiding confusion and making a great 
saving for the institution. 


The central nourishment system can be oper- 
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ated, if the structure of the building permits, by 
the use of rapid dumb waiters. There should be 
some method of ordering nourishments, such as 
the one we have at the University Hospital—a 
conveyor system similar to department store cash 
conveyors. This system eliminates much waste of 
nourishments as there are no food stores in floor 
kitchen ice boxes except the personal delicacies of 
the patient. Some one is on duty in the nourish- 
ment center twenty-four hours a day to take care 
of all signed requisitions coming from the super- 
visors of the floor kitchens. 


We should endeavor to have table service for 
our personnel. This service, provided at little 
additional cost, if any, gives the officers and nurses 
a little relaxation and comfort, so necessary to 
them after several hours of service to others. 





The Patient’s Impression 


In ascertaining the patients’ impression of the 
food service we have an opportunity to meet all 
types of personalities. By our demonstrated in- 
terest in the individuals we receive in turn their 
side of the picture. They are our best critics, as 
their trays are the three most anticipated experi- 
ences in their day. 


The dietitian should visit all patients at least 
once a week. The dietitian should see all special 
diet patients shortly after the diet is ordered, 
getting the likes and dislikes of the individual at 
the time, thus eliminating dissatisfaction from 
that group as far as possible. Patients on special 
diets are usually the ones who do the most com- 
plaining. Their complaints are ordinarily caused 
by an ordered type of diet which limits the 
selection of menus. Special attention should be 
given to these diets to make them as attractive as 
possible, and several visits a week should be made 
by the dietitian. The wants of the individual must 
be met in terms of a balanced diet. The dietitian 
should be an educator and teach the patients the 
value of food and the necessity of varieties. T00 
many patients dislike certain foods unreasonably: 
they have never tasted them! 
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Evaluating Food Service 


In evaluating food service there are many fea- 
tures which can be worked into the system in 
order to create a better project. I should like to 
point out a few of these that I have found helpful: 


It is economy in the long run to buy good quality 
meats. Waste is one-third less and your patients 
will be much more satisfied. 


We should pay good wages to our employes and 
give them an incentive to stay with us by increas- 
ing wages in case of years of service or of unusual 
efficiency. Their interest in their work means 
much to all of us. 


Avoid identical sequence of menus. Be sure to 
prepare and serve foods properly—hot foods, hot 


—cold foods, cold. Vegetables are most frequently 
abused in cooking. They should be cooked until 
tender—not served raw, nor too well done. 


Keep equipment clean. The personnel and the 
employes should be presentable at all times. It 
has been said that going through a kitchen with- 
out losing one’s appetite is a compliment to the 
organization. 


Demand courtesy at all times from every one in 
your department. This goes a long way toward 
promoting cooperation with other departments. 


Encourage good feeling, and in striving for 
efficiency let us not forget to be human beings. Be 
ever on the alert for something better. Do not 
feel you have already achieved the best. 





A Hospital Administrator in China 


During the meeting of The Chinese Medical As- 
sociation held in Shanghai last April we organized 
the Chinese Hospital Society, of which I am sec- 
retary. We will no doubt need your help on many 
questions which may arise in our “younger sister” 
organization, and will appreciate your advice, 
suggestions, and any bulletins which you may be 
able to send us. We of course would be receiving 
more benefits than we could.give because of the 
experience and accumulated records in your asso- 
ciation. In any case, we should be glad to know 
how we can promote the subject of hospital ad- 
ministration in China, which is in its infancy. 
Most of us have been obliged to learn through 
reading and that great teacher experience, with- 
out even the advantages of an apprenticeship. 
With the rapid advances of Western medicine in 
China and appreciation of hospital care for the 
sick there is a rapidly growing demand for hos- 
pital administrators. It is our desire to try and 
promote some courses of study on this subject for 
our younger Chinese men. I am enclosing a “re- 
quest to pay,” which you may use to cover the 
cost of any articles you may be sending us. 

The recent terrible war which has developed in 
China has prevented my writing you sooner. For 
the past two months we have been in the bombing 
area of Japanese planes. Wuhu is located only 60 
miles from Nanking. We have air-raid alarms 
almost every day and sometimes several times a 
day. So far the hospital has not been attacked. 
Our staff is assisting in the care of about 800 
wounded soldiers and has had to fight cholera 
this fall for the first time in several years. We 
have not had a single student or member of the 
Staff leave because of fear. Even during air raids 
our operating rooms and nurses in the wards 
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carry on. Sometimes our curiosity leads us to 
watch the planes when they have been bombing 
the airfield. We have some regulations which 
provide for taking patients, who become nervous 
and request it, to the less exposed corridors or the 
lower floors. We definitely feel that it would be 
demoralizing to have the staff leave the patients 
and go to dugouts at times of air raids. It of 
course is impossible to carry 150 patients to any 
place that could be considered much safer, so we 
have cultivated the idea of carry on and stand by. 
I am glad to say that our entire staff are now im- 
bued with this idea and proud of the record in 
doing so. 


Letter from Robert E. Brown, M.D., 

Secretary, Chinese Hospital Association, 
to 

The American Hospital Association 


The Blodgett Memorial Hospital, Grand 
Rapids, Receives a $2'25,000 Gift 


Blodgett Memorial Hospital received a gift of 
$225,000 under the following conditions—$125,- 
000 was to be used to retire all outstanding obli- 
gations to banks and dischargeable current ac- 
counts payable; $100,000 in securities was set 
aside as an irrevocable trust, the income to be paid 
to the hospital in quarterly payments as long as 
the hospital has in cash or sound accounts receiv- 
able assets totaling one and one-fourth times the 
amount of all debts and obligations. If for any 
reason for a period of ninety days the hospital 
does not maintain this ratio, and if the condition 
then is not corrected in another ninety days, the 
hospital will lose all claim to the income from the 
trust, and it will become payable permanently to 
the Grand Rapids Foundation. 
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is to the individual. It is the modus operandi 


Piso us is to the hospital what conversation 
of calling the person needed. 


Paging varies in importance among various 
hospitals. This variation is proportional to the 
utilization of the possibilities. Paging may over- 
serve and thus be abused by making one person a 
private secretary to the entire employe group. 


Paging, by and large, may be subdivided into 
two great methods: 


1 Personal 
2 Impersonal 


Personal Paging 


Under the “Personal” group, we find such as: 


1 Couriers 
2 Telephone paging 
3 Tickers, etc. 


This personal group is so considered because 
some individual serves as a personal page with or 
without the slightest use of some mechanical aid. 
This person, whether starting from a main office 
or from the nearest telephone, must find, seek out 
and notify the person sought. 


In the case of the messenger or courier, this is 
obvious. In some hospitals, this courier is still 
used and felt to be indispensable. He is employed 
to seek specific persons after hours. There has 
been little to replace the old faithful but inefficient 
employe to call interns and nurses in their respec- 
tive quarters. 


Telephone paging is personal when the operator 
calls every possible place where the sought person 
might be. She compels someone to answer at 
every called instrument. Of course, when she “code 
rings” by a predetermined combination of long 
and short rings, she is using the coded and audi- 
ble plan as later described. 


Impersonal Paging 


. Impersonal paging includes the methods most 
usually thought of in connection with hospital 
paging as of today. The classifications are many 
and bewildering in their complexity. These vary 
with the individual and his basis for so listing 
them. 


The suggestion is that we resort to a highly 


Presented before the American College of Surgeons Hospital 
Standardization Conference, Chicago, October 28, 1937. 


74 


The Author 
@ John E. Gorrell, M.D., is the Superin- 
tendent of Blodgett Memorial Hospital. He 
has made a special study of paging systems. 





basic physiological foundation, a cataloging which 
will never cause confusion. A scheme of naming 
which is self defining. For all practical purposes, 
there are only two of the special sense involved in 
our entire business experience. These are con- 
tinually in use. They are the senses of : 


1 Hearing 
2 Sight 


These special senses are usually employed alone, 
but combinations are possible for unusual effects. 


With either sight (visual) or hearing (audible) 
perception, the mental processes following may 
be simple or complex. 


If the process is coded, it is complex. If non- 
coded, it is infinitely more simple. The imper- 
sonal type includes the methods most usually 
thought of in connection with paging. The classifi- 
cations are many. They vary with the individual 
and his basis for so listing. In this case it is 
easiest to list them under the type of special senses 
which they stimulate. Also, whether the mental 
process is simple (non-coded) or complex (coded). 


Sensory classification of impersonal paging 
systems: 


1 Audible 
a coded 
b Non-coded (vocal) 


2 Visual 
a coded 
b Non-coded 
The greatest progress in the world always fol- 
lows a clear understanding of what the ideal may 
be. This is no less true in paging. Without going 
into the discussion of any given system, it might 
be wise to define the ideal paging system. With 
this in the foreground, it is possible to see if such 
is avaliable and within budgetary possibilities. 


Among the impersonal types we have limited 
ourselves to two, sense of sight and audition. 
There are two immediate and sharp differences 
between these. We must never forget that from 
the source: 

1 Sound travels in all directions 

2 Light travels in straight lines 
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The Audible System 


Any audible system is, therefore, the best 
method of reaching the maximum number of peo- 
ple with the least apparatus. Sound breaks in on 
the concentration of reading, working or sleeping. 
Sound can reproduce the coded signals via bell, 
gong, or whistle. It can, by more complicated 
apparatus, duplicate the human voice and give 
lifelike tone qualities. Therefore if the objective 
is to get the greatest amount of attention from 
the largest number of people, the audible system 
is best. Fortunately, it is not costly. 


If everyone hearing the audible paging were 
subject to call, the question would resolve itself 
into deciding whether the personnel were able to 
respond better to a coded or non-coded system. In 
a factory, this might truly be the answer. 


The hospital, alas, is different. There are many 
who are not subject to call by any paging system. 
These also have ears which catch the coded or 
vocal sound. Since the number of persons sub- 
ject to the audible bombardments far exceed those 
who might be paged, it throws an unwholesome 
and definitely unwelcome load on these innocent 
persons. Many hear but few are wanted. 


Another paradox exists. Hospitals are busily 
studying sound prevention and absorption. It 
seems strange that audible systems are used in 
hospitals. 


Let us take as an example a hospital of 300 
beds. Usually there are as many employees as 
patients. So there are in this case, 300 patients 
and 300 employes to give a total of 600 persons. 
Normally, not more than a dozen or two are 
ordinarily subject to paging. On the average, 90 
per cent of the patients and employes will never 
be called on the paging system—yet they must all 
listen painfully. Again a case of the conspicuous 
minority distressing the majority. 


Patients (and well people, too) benefit from 
quiet and silence. To force them to listen to even 
the most pleasant gentle gongs or melodious young 
voices, has a negative therapeutic effect. 


Silence Is Golden 


The visual plan is born with a handicap. Light 
cannot penetrate walls, skulls, or go around cor- 
hers. One must be in the direct path of the light 
to be aware of it. However, it pains no one who 
is ill for they do not see lighted signals in the 
corridor. The office force is not distracted, vis- 
itors are undisturbed. The nursing, medical, and 
executive staff habitually look in the convenient 
places for their silent messages. 


So, any silent system will be visual. Any visual 
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The ideal system would be silent and non-coded 


system is ideal in its approach. Whether the sys- 
tem be audible or visual, the message is not as yet 
upon the conscious mind of the person being 
paged. The effectiveness is proportional to the 
simplicity of the mental gymnastics required. 


The next significant question is: “Shall it be a 
coded or non-coded system?” 


Examples in the Audible System 


1 Coded are those with soft tone gongs, buz- 
zers, horns, and bells wherein the coded message 
is tapped out. You are calling Doctor Smith. His 
code is two long rings and two short rings. Doctor 
Smith is the only one who is reasonably sure of 
his code. He may require many weeks or months 
before he can mentally and reflexly differentiate 
it among all of the coded messages sent out each 
day. 


Frequently people become engrossed and hear 
none of the coded calls. Thus they ignore their 
own. Too frequently some willfully ignore a coded 
call because it is reasonable to assume that the 
other fellow does not know who is being paged. 
At interns’ quarters when bridge games or poker 
are under “full steam” this temptation is espe- 
cially great. 


Fatigue reduces the efficiency of any system, 
but especially the coded call. 


2 Non-coded audible systems are quite effective 
today. The high impedance system can reproduce 
clear soft voices which require no interpretation. 
Everyone knows not only his own name, but also 
the names of others likely to be paged. 


Were it not for the innocent. who would suffer 
from the noise and distraction, all paging prob- 
lems would be answered for those who could hear. 
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Examples of the Visual System 


1 Coded visual systems are probably most in- 
effective when they are presented by four to ten 
colored lights which flash out the color and posi- 
tion code of the person paged. Most of us know 
our colors in a general sort of way, but to carry 
a color combination around in our heads for some 
other person is truly a serious cerebral load. 


The coded visual system which flashes a num- 
ber or combination of numbers is unquestionably 
preferable. We are accustomed to numbers. We 
have telephone numbers, house numbers, and dol- 
lar numbers clearly and continuously in mind. So 
psychologically, numbers are soundly based. 


However, even though the numbers constitute 
a language reasonably clear to us, we would rarely 
swear to the engine number of our automobile. 
We know the make by name but less often by style 
number. 


2 Non-coded. From infancy upwards, we have 
learned to use names rather than numbers for 
most associations. Names in type are easier to 
remember than those given only verbally. Visual 
education is unquestionably proven to be the sim- 
plest and most effective. 


The ideal non-coded visual system would spell 
out the name of the person being paged. No dis- 
turbing sounds—no coded messages are required. 


A system should be developed to given non- 
coded paging. The telephone operator should be 
able to place a card with the name of the person 
being paged into the mechanism at her elbow. This 
transmitting unit should spell out the names on 
every unit throughout the hospital. 

As soon as this type of spelling graph is devel- 
oped, the simplest, most effective and the ideal 


silent non-coding paging will be available for 
hospitals. 


Purchasing Considerations 


The logical conclusions as to the type of system 
we might want will frequently hinge on the cost 


of installation and maintenance rather than the 
ideal. There are a few serious considerations. 

1 The old reliable annunciator with the electric 
resetting type of letter or figure has been neg- 
lected too long. These may be had for a small sum 
and in many small hospitals and departments of 
large hospitals serve excellently and with excep- 
tionally low cost. 


2 If you are about to build a hospital, plan 
wiring for your paging systems, whether you 
know what type you wish. Be sure to run enough 
conduits. 

3 With wires available, you can very frequently 
buy standard parts and make your own system 
satisfactorily. You can buy from standard elec- 
trical supply companies the soft tone gongs or 
the high grade speakers. 

If you wish, you can lease the coded type of 
audible paging system from your local telephone 
company. You cannot buy this, but it can be 
leased. Your problem is then to decide if. the 
systems which are available for rental are the 
type you wish and whether the cost is greater 
than you care to expend over a five year period. 


Conclusions 
Buy the system which best fits into your present 
and prospective needs. Avoid noise as far as 
humanly possible because audible equipment 
will soon be obsolete. 
Avoid coding where possible. 
Buy or build, but try to avoid renting equip- 
ment except for short period of time. 
If much reliance falls upon your system, be 
sure that a duplicate transmitting unit and a 
reserve power supply are instantly available. 
Know at least two unassociated experts who 
can come at any time for service. 
Keep your system in the best of repair. 
Do not buy or rent “junk.” 
Utilize your paging system as much as pos- 
sible. Watch for its abuse in the form of ex- 
cessive and unnecessary paging. 





Charity Hospital to Retain Its Name 


The new Charity Hospital of New Orleans will 
retain its ancient name of Charity Hospital. The 
new buildings, to cost $12,000,000, are now under 
construction. This sum was made possible by a 
bond issue, authorized by the Louisiana State Leg- 
islature. The law authorizing the bonds fixed the 
name of the hospital as “Charity Hospital of Lou- 
isiana at New Orleans,” and that name must be 
retained until the retirement of the bonds 30 years 
hence, the date of their maturity. — 
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More than 200 years ago Charity Hospital was 
made possible through the beneficence of Jean 
Louis, a seafaring man, who gave 12,000 livres 
to build “L’Hopital des Pauvres de la Charite.” 
Since its early days its nursing service and fre- 
quently its administration has been under the di- 
rection of the Daughters of Charity of St. Vincent 
de Paul. 

On May 20, 1737, Charity Hospital reported to 
the Minister in France that it had five patients, 
today it has an average patient population of 
2,889. 
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Fund Raising 


PAUL H. FESLER, Chicago 


things were considerably different. "The 

stock market was going up, business was 
improving, and all hospitals were busy. We all 
felt that this was the time to replenish our En- 
dowment Funds, to pay our debts, to make im- 
provements, and to finish the addition to the hos- 
pital which was stopped during the past few 
years. Since then conditions have changed and 
if they do not improve hospitals will have a much 
heavier responsibility than they have in normal 
times. 


A FEW months ago, before the market slump, 


We know that during the past seven or eight 
years, while the Federal government was appro- 
priating money for all sorts of activities, at no 
time was it willing to help the voluntary hospital 
carry the severe burden which was imposed 
upon it. 


Hospital Service During the Depression 


But the hospitals did meet the situation. They 
cared for a great many more free patients than 
they were financially able to care for. Some of 
them even went so far as to run a bread line. I 
know of one hospital which fed hundreds of peo- 
ple a day for more than three years from the hos- 
pital charity fund. 


In spite of the fact that there may be some 
talk of financial difficulties, hospitals have much 
greater responsibility in these times than they do 
in normal times and they are, therefore, justified 
in calling upon the public for support. 


Selling Your Hospital with the Public 


The proper group to approach the public for 
this purpose is the Members of the Board. The 
College of Surgeons says these men should be 
prominent lawyers, bankers, professional men, 
business men, women, and others who have an 
influence in the community. In fact, the Board’s 
chief responsibility is to pick an executive officer 
to run the hospital and to see that funds are forth- 
coming to carry on the work. If the Board is to 
raise money for the hospital the hospital must be 
an approved, well-organized institution. In other 
words, they must have something to sell. 


This, of course, means that the staff mfist be 
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composed of medical men of unquestioned scien- 
tific ability, a staff able to attract the type of pa- 
tient which will be of value to the hospital. In the 
first place the staff should be loyal to the hospital 
—loyal to the Board. There should be a Liaison 
Committee between the Board and staff so that 
the staff will know something of the financial 
problems of the hospital and will feel the respon- 
sibility of bringing sufficient pay patients to the 
hospital to be able to carry on research and serv- 
ice work. 


There is no question but that the hospital can 
be no stronger than its staff, not only from a 
scientific standpoint but from a financial stand- 
point. Too often the staff seems to feel no finan- 
cial responsibility to the institution. Their inter- 
est does not necessarily have to be direct. The 
very best public relations a hospital can have is 
through the patient in the hospital. Every depart- 
ment—interns, nurses, dietitian, engineer, and all 
professional departments must be organized for 
the purpose of giving the patient exactly what his 
doctor intends the patient should have. This not 
only means scientific care but a real personal in- 
terest in a patient. In other words, we cannot 
over emphasize the importance of the human side 
of our hospitals. 


In addition to the patient, his relatives and 
friends have a very important influence in the 
community. There are ten relatives and friends 
to each patient. 


Hospital Groups Who Foster the Best 
Public Relations 


Time does not permit me to go into the many 
other groups-except to name a few of them—the 
women’s auxiliary, the nurses’ alumnae, the in- 
terns’ alumni, the church organizations interested 
in the hospital and the families of our employees. 
All of these groups are included in the program of 
Public Relations. 


In addition to the groups I have mentioned, 
the superintendent’s principal duty, aside from 
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the actual operation of the institution, is to con- 
tact public groups. He must take an active part 
in the councils of social agencies in order to con- 
tact the Community Fund, the civic organizations, 
the chambers of commerce, and all other groups 
having so much to do and say in connection with 
the distribution of charitable funds. 


Securing Funds to Supplement Hospital Earnings 


In these days when the prices of all commodities 
and the payrolls have increased, it is impossible to 
operate a good hospital on income from patients 
alone and at the same time give any service what- 
ever to the deserving poor. Funds must come 
from other sources. How are we to raise these 
funds? 


In the first place all the groups I have mentioned 
should understand that the hospital does need 
funds, that there is no limit to the amount 
needed, and that the more money received the 
more service the hospital can render—so every 
group should know what is wanted. There should 
be a definite program. Even the smallest gift 
should be acceptable and appreciated. 


Second, the members of the Board of Trustees 
should contact members of their respective pro- 
fessions or occupations with the view of obtaining 
gifts and endowments. It should be very definite- 
ly stated just how these gifts or endowments are 
to be used. Many hospitals are angling for large 
gifts, overlooking the fact that small gifts are the 
ones which usually build up the large endowment 
fund. I know of a hospital which received one 
gift of over a million dollars to the Endowment 
Fund but nearly an equal amount has been given 
in amounts from one dollar up—a thousand here, 
two thousand there, ten dollars here, and so on. 


Third, the hospital should be included in the 
Community Fund program on the basis of the 
amount of charity work done. In some communi- 
ties the hospital participates with a given appro- 
priation. In other communities the hospital is 
either subsidized or actually paid for the care of 
indigent patients. The voluntary hospital has a 
right to be included in these funds as they not only 
give material service to the patient but their staffs 
donate tremendously in the care of these patients 
without any remuneration whatsoever. 


Fourth, hospitals should be included in relief 
programs. During the past several years we have 
seen money thrown to the winds for all sorts of 
purposes and in Chicago alone the voluntary hos- 
pitals spent as much money for indigent patients 
from their own funds in one year as was spent 
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for the operation of the County Hospital and were 
given no direct relief from the government even 
for the care of transient patients. In fact, the 
hospitals of this country were not given proper 
recognition during all of this orgy of spending. 
No one knows how many millions of dollars worth 
of hospital service was rendered by these institu- 
tions, in addition to the medical service given by 
the ‘staff. 


Fifth, there should be a Lien Law whereby the 
hospital will have a lien for the care of accident 
cases. Six million dollars’ worth of service or 
more is given each year by hospitals for the 
care of accident patients without remuneration. 
Many states have been able to pass this law. It 
not only includes payment for the hospital but also 
for the doctor and nurse. 


Sixth, a few years ago it was popular to carry 
on campaigns for raising funds and we all remem- 
ber the spectacular type so effective during the 
war and before that time in various community 
fund campaigns. I think we can agree that this 
type of campaign is not always effective but that 
a campaign should be carefully organized by 
trained persons familiar with the source of funds 
of the community. Many institutions are now 
conducting continuous campaigns of this kind an 
these are somewhat effective. 


It can be shown that in many cases it is much 
better and more economical for a person of large 
wealth to make gifts to institutions such as hos- 
pitals than to endeavor to put the money to per- 
sonal uses or leave it for a family inheritance. Ac- 
cording to a statement released by the Harris 
Trust & Savings Bank of Chicago—one of the 
strongest banks in America—there is a distinct 
advantage in making philanthropic gifts during 
life. 


Seventh, we are justified in requesting gifts for 
endorsements and for all other purposes and if a 
hospital has rendered the service mentioned these 
gifts will certainly bring pride to the giver as well 
as great service to the unfortunate. 


We must educate the public to the fact that the 
cost of the care of the average patient is much 
beyond the ability of that patient to pay. 


These are a few suggestions. Each hospital 
has its own probiems, and the Trustees must meet 
them according to the particular need, always 
bearing in mind that we must see to it that the 
giver feels that the gift is not for the hospital, but 
is given to make it possible for the hospital to give 
care to some worthy, needy patient. 
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Location and Characteristics of 769 
Out-Patient Departments: 


MARGARET L. PLUMLEY, United States Public-Health Service 


hospitals conducted by the United States Pub- 

lic Health Service during 1936 as part of the 
National Health Inventory provided an opportu- 
nity for obtaining first-hand information about 
out-patient departments with a degree of detail 
seldom possible from so extensive a group. At 
first the study was planned to cover only 114 coun- 
ties and 3 cities wherein special inquiries were be- 
ing made with regard to disabling illness. Later 
it was extended, at the request of the Out-Patient 
Committee of the American Hospital Association, 
to include the entire continental United States. 
In the survey areas originally selected, a field rep- 
resentative presented a schedule to every hospital 
which, according to local information, provided 
some type of out-patient service. For the re- 
mainder of the United States schedules were sent 
by mail to all superintendents of hospitals re- 
ported by the Out-Patient Committee of the 
American Hospital Association to operate true 
departments. The Catholic Hospital Association 
cooperated by sending schedules to Catholic hos- 
pitals on the lists. In addition, both organizations 
helped to increase the returns by sending follow- 
up letters and by making personal appeals to de- 
linquent hospitals. 


Ts STUDY of out-patient departments of 


Information was not requested from hospitals 
under Federal control, or from those attached to 
college infirmaries and other types of institutional 
hospitals. Departments of Federal and institu- 
tional hospitals as a rule serve only selected bene- 
ficiaries and not particular economic groups of the 
surrounding communities. The service of indus- 
trial hospitals was excluded for the same reason. 
The so-called out-patient service reported by hos- 
pitals of the proprietary group was also omitted 
since it is apt to be identical with the private prac- 
tice of physicians operating the hospital. 


Of the approximately 1,500 hospitals receiving 
schedules, information of some type was returned 
by 87 per cent. Hospitals reporting less than 500 
out-patient visits were rejected from considera- 
tion since the volume of service seemed too slight 
to warrant inclusion. Only 769 of the reporting 
group were found to operate true out-patient de- 
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partments. There is reason to believe that only a 
small proportion of some 200 nonreporting hos- 
pitals render service of the type under considera- 
tion and that the volume of such service provided 
by this group would not be of sufficient magnitude 
to alter the picture in any appreciable degree. 


The number of true departments is smaller 
than has been commonly supposed. Confusion as 
to numbers of out-patient departments seems to 
have arisen out of the fact that most general and 
special hospitals in actual practice render some 
service to ambulatory patients. Such service may 
be no more than first aid measures, follow-up 
treatment for former in-patients, or the use of 
special hospital facilities by physicians of the com- 
munity for their private patients. A hospital pro- 
viding service of this unorganized type should not 
be construed as operating an out-patient depart- 
ment. Therefore, this report features the distri- 
bution and general characteristics of only the 769 
true departments previously referred to. In ap- 
propriate sections there will be discussions of vol- 
ume and types of clinic services, admission poli- 
cies, fees charged, and special facilities available. 
Not every department returned information on all 
items mentioned, but a sufficient number replied to 
furnish bases for reliable conclusions. 


Location and Characteristics 


Seventy-five per cent of the 769 departments 
included in the study are located in the States 
along the northern and middle Atlantic seaboard 
and in the region of the Great Lakes. Nearly 
two-thirds are situated in cities with populations 
of 100,000 or more. In fact, half of the depart- 
ments are found in four states: New York, Penn- 
sylvania, Massachusetts and New Jersey. 


From the standpoint of period of operation, 
analysis of the data revealed that half of the 676 
departments reporting date of establishment were 
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Table 1 


Percentage distribution of out-patient departments of hospitals under different administrative control 
according to type of medical service of sponsoring hospital. 


Number 


Control of 0 
parent hospital departments General 


All departments 75 


Governmental 
67 


45 

Nongovernmental 
Nonprofit association... . 405 78 
Church and fraternal.... 151 86 


opened after 1920, a fourth during the 20 years 
preceding that date, and the remainder before 
1900. While a third of the departments in states 
along the northern and middle Atlantic seaboard 
were established before the close of the last cen- 
tury, only 15 per cent of those in the North Cen- 
tral States and 8 per cent of those in other sec- 
tions of the country were opened so early. 


The kind of agency in control and the medical 
type of hospitals that sponsor out-patient depart- 
ments are disclosed in table 1. It is at once evi- 
dent that the great majority of the departments 
are under nongovernmental control and that most 
of these are connected with nonprofit association 
hospitals.2, Obviously this proportion is deter- 
mined in large measure by the number of hospitals 
operating under each type of control. Depart- 
ments of local government hospitals are next in 
order of frequence while church and fraternal de- 
partments rank third. Three-fourths of all de- 
partments are attached to general hospitals. Non- 
governmental hospitals, in particular, contribute 
to this high percentage of general departments. A 
relatively high proportion of all departments 
maintained by state and local governments are in 
tuberculosis hospitals. With few exceptions the 
27 per cent of state departments included in “all 


Children’s nose-throat  culosis 


Per cent of departments in hospitals of specified medical type 
l 


Eye-ear Tuber- 


Orthopedic other 
4 3 9 2 t 


1 29 


2 
Le 2 21 


7 4 2 
3 1 — 


other’’® are connected with mental hospitals. All 
of the orthopedic departments shown in the church 
and fraternal category of the table are operated 
by fraternal hospitals. Out-patient departments 
of children’s hospitals are almost entirely non- 
governmental. 


Approximately 2714 million visits were made 
during the study year to the 712 departments 
which reported total visits. Well over half of 
these departments are comparatively small, re- 
porting less than 25,000 visits each. Even though 
the number of reported visits ranged from 600 to 
600,000, the median department received only 
16,000 while between 4,400 and 44,000 visits were 
made to the middle 50 per cent of the departments. 


A percentage distribution of the departments 
according to size and administrative control may 
be observed in table 2. The relative proportion 
of departments under each administrative control 
varies with the size classification of the depart- 
ment. Three-fourths of all departments are un- 
der the control of nongovernmental hospitals, 
those operated by nonprofit associations being of 
primary importance in point of numbers. It is in 
departments of moderate size (those reporting 
between 25 and 50 thousand visits) that the high- 
est proportion are under nongovernmental control, 


Table 2 


Percentage distribution of out-patient departments reporting different total visits according to admin- 
istrative control of sponsoring hospital. 


Number of 
departments 
reporting 
Total visits reported visits 

All departments 7412 
Under 10,000 293 
10,000-24,999 157 
25,000-49,999 110 
50,000-99,999 
100,000 and over 
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Per cent of departments in hospitals under specified 


administrative control 
Governmental Nongovernmental 
Local State Nonprofit Church and 
association _ fraternal 


19 53 21 
20 46 23 
11 61 27 
14 58 21 
17 64 11 
46 dd 3 
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while in only the category having 100,000 visits 
or more are less than half the number maintained 
by nongovernmental agencies. In the group re- 
porting over 50,000 visits, there are relatively 
fewer church and fraternal departments than in 
the smaller groups. A higher percentage of both 
the largest and smallest departments than of those 
ranging between the extremes are under govern- 
mental control. In each size category local gov- 
ernments maintain a considerably higher propor- 
tion of departments than do the states. The dif- 
ference is accentuated in the group reporting the 
most visits. Here again it is well to emphasize 
that proportionately more general hospitals under 
local governmental control operate out-patient 
departments than do those maintained by other 
agencies. Moreover, the volume of service is 
greater in proportion to the number of depart- 
ments. 


Ninety per cent of the reported visits were re- 
corded by 499 departments of general hospitals 
which also provided a general type of service in 
the out-patient department. Consequently, marked 
contrast is noted when these departments are com- 
pared with the group providing special services 
only. The number of visits to departments falling 
within the middle 50 per cent of those of general 
classification ranges from 8,000 to 55,000, with 
a median of approximately 22,000 visits. The 
range of the middle 50 per cent of the 213 special 
departments in the reporting group, on the other 
hand, extended from 1,600 visits to only about 
19,000, with a median of approximately 4,000. 
Out-patient departments of children’s hospitals, 
though usually rendering generalized care, were 
grouped with special departments in this analysis 
since their service is limited to the younger age 
group. Also classed as “special” were 53 depart- 
ments of general hospitals providing only limited 
clinic service in particular specialties. 


Distribution of Clinic Service in Urban Areas 

Table 3 has been constructed to show the extent 
to which the reported out-patient department 
service was available in various sized urban areas. 
The fact immediately becomes evident that one or 
more hospitals maintain out-patient departments 
in each of the 37 large cities with populations of 
250,000 or more. Over four-fifths of the 27,000,- 
000 recorded visits were made to 391 departments 
in these cities. From only half of the cities in the 
two population groups lower in size, i.e., between 
50,000 and 250,000, were out-patient departments 
reported. In the remaining areas, with less than 
50,000 population, out-patient departments were 
infrequent, as the low percentages indicate. Fur- 
thermore, in a fourth of these small cities report- 
ing out-patient service, there were no general de- 
partments. Consequently, even though service 
was available, it was sometimes extremely limited 
in scope. 

The calculated visit rates per 1,000 population 


indicate that the service is least utilized in cities 
of 10,000 to 100,000 population. Strangely 


enough, the highest rate is that for cities in the 
lowest population group. Although this rate is 
nearly twice that found for the three largest urban 
areas, it can be given relatively little weight, since 
only two per cent of the cities with less than 
10,000 population enter into this comparison. 


Since general departments predominate both in 
numbers and in volume of service, table 4 has 
been prepared for this group. From them nearly 
24,000,000 visits were reported, representing an 
average rate of 636 visits per 1,000 population. 
General service was found available in 80 per cent 
of the cities with over 100,000 population. In con- 
trast, only 5 per cent of the smaller urban areas 
reported general departments. 


If volume of service alone is considered, it be- 


Table 3 
Distribution of out-patient department service according to population of the urban areas in which the 
department visits were reported. 


Departments 
reporting visits 


Urban areas with 
out-patient departments 
Per cent of 
Population all urban Number of 
of urban areas Number areas departments 


All areas 677! 
1,000,000 and over 100.0 197 
500,000-999,999 100.0 96 
250,000-499,999 24 100.0 98 
100,000-249,999 40 71.4 80 
50,000- 99,999 57 58.2 66 
10,000- 49,999 92 11.6 100 


1,026,207 456 
2,500- 9,999 42 1.9 40 353,530 1,565 


argtitty-five out-patient departments involving about 235,000 visits are omitted from this tabulation because of their location in rural 


Visit rate per 
1,000 population 
Number of in reporting 

visits urban areas 


27,285,565" 696 
12,482,539 829 
5,315,649 922 
4,932,545 620 
1,884,012 437 
1,291,083 363 
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Table 4 


Distribution of general out-patient department service according to population of the urban areas in 
which the departments are located. 


Departments 
reporting visits 


Urban areas with 
out-patient departments 

Per cent of 

Population all urban Number of 

of urban areas Number areas departments 
All areas 7.0 481! 
1,000,000 and over 100.0 148 
500,000-999,999 100.0 70 
250,000-499,999 23 95.8 58 
100,000-249,999 38 67.9 60 
50,000- 99,999 50 51.0 52 
10,000- 49,999 70 8.8 70 
2,500- 9,999 29 1.3 28 


1Eighteen general out-patient departments reporting about 190,000 visits are omitted from this tabulation because of their location in 


Visit rate per 
1,000 population 
Number of in reporting 

visits urban areas 
23,882,337 636 
10,484,601 696 

4,836,298 839 

4,339,061 560 

1,807,471 441 

1,218,767 399 

940,569 568 
255,570 1,632 


rural areas. 


comes evident that most of the work is carried on 
in large cities. Ninety per cent of the visits were 
made in cities with 100,000 or more inhabitants, 
a group which contains about 53 per cent of the 
urban population. In fact, departments in New 
York, Philadelphia, Chicago, Detroit, and Los 
Angeles reported 44 per cent of all known visits 
to general departments. 


Types of Clinic Service Reported 


Not all departments recorded visits to individ- 
ual clinics. But the 663 which followed this pro- 
cedure reported a total of over 25,000,000 visits, 
distributed through many types of clinics. It is 
evident that more than one-fifth of the visits were 
made to clinics in the division of medicine, while 
surgery and dermatology-syphilis ranked in suc- 
cessive order. Had visits to clinics in the eye and 
the ear-nose-throat divisions been combined, as is 
sometimes done, the total volume of service would 
have surpassed that reported for clinics in the 
dermatology syphilis division. Over a million 
visits each were made to clinics in the divisions of 
gynecology—obstetrics, pediatrics, dentistry, gen- 
ito-urinary system, orthopedics, and therapeutics. 
Clinic visits reported for tuberculosis, x-ray, 
neurology and psychiatry gradually declined from 
485,000 reported for tuberculosis to about 186,000 
for psychiatry. 


Three-fourths or more of the visits in each divi- 
sion except eye and tuberculosis were made to clin- 
ics maintained by general hospitals. In children’s 
hospitals, medicine, pediatrics, and dentistry con- 
stituted the leading divisions of service. Clinic 
work in the out-patient departments of special 
hospitals was restricted, for the most part, to the 
types of service provided for bed patients in the 
sponsoring hospitals. 
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Admission Policies 


Information relative to admission restrictions 
was requested on three points: Race (white or 
Negro), residence, and social-economic status. 


Data on the first item submitted by 688 depart- 
ments reveal that over 90 per cent of the depart- 
ments impose no restriction as to race. In the 
remaining small proportion of departments, the 
policy varies. 


Seven hundred and twenty-nine departments 
supplied data satisfactory for analysis on the 
question with regard to residential restrictions. 
Patients were admitted without reference to their 
place of residence in nearly one-half of the de- 
partments. A third limited admission to those 
residing under one of the following conditions: 
Within the county in which the department was 
located, within the area made up of two or more 
counties, or within the state. Other requirements 
reported by small proportions of departments 
were as follows: City residence, residence in a 
certain district within a county, or residence in a 
city including its metropolitan area. Eleven per 
cent of the departments limited admission of pa- 
tients to those living in specified sections of the 
city. The latter restriction was most frequently 
found in large cities where a number of general 
departments were in existence. Departments un- 
der governmental control were more likely to limit 
admission to those living within the tax-jurisdic- 
tion where the department was located. For ex- 
ample, approximately three-fourths of the report- 
ing local governmental departments restricted out- 
patients to their respective civil jurisdictions. In 
contrast, only one-fourth of the nongovernmenr- 
tal departments limited admission so stringently. 
It is likely, however, that legal restrictions do not 
materially affect the attendance at out-patient de- 
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partments since the majority of those attending 
polyclinics, in particular, are attracted from a 
surrounding zone which is rather limited in 
extent. 

Direct questions were not asked with regard to 
the social-economic requirements for admission. 
Instead, the departments were requested to out- 
line in detail the methods utilized in determining 
whether or not a patient was eligible for clinic 
care. Information suitable for analysis was sup- 
plied by about one-half of the departments. While 
the amount of detail given varied, it was evident 
that well over half the reporting group took into 
account the necessity for considering factors other 


than income, such as: Regularity of employment, . 


number of wage-earners, size of family, previous 
illness, type and duration of present illness, debts, 
and other relevant items. Others stated that they 
accepted patients for treatment only upon recom- 
mendation by physicians in the community or rec- 
ognized social agencies, upon presentation of re- 
lief cards, or on endorsement of local authorities. 

Sixty departments in the reporting group made 
use of a standard budget prepared by some central 
organization or utilized an income guide and pol- 
icy formulated by a coordinating committee com- 
posed of representatives of such bodies as the 
council of social agencies, the departments con- 
cerned, and the county medical society. While 
this practice was confined to departments in a 
small number of cities, it is worth noting as a step 
toward the establishment of common standards 
for a community. Some departments simply not- 
ed an income beyond which patients were not ac- 
cepted. In contrast, information received from 
the majority of the departments of tuberculosis 
and mental hospitals indicated that need of exam- 
ination or treatment was the chief factor govern- 
ing eligibility for admission. 


Fees Charged 


The scale of fees and the conditions under 
which they were charged were also recorded by 


over 90 per cent of the departments. As would 
be expected, there was no consistent policy, since 
the determination of charges is dependent upon 
so many factors. A definite sliding scale was in 
aperation in some departments; in others, al- 
though only one fee was reported, charges were 
said to be reduced or remitted whenever neces- 
sary. In fact, half the departments recorded one 
or the other of these policies. 


Table 5 has been constructed on the basis of 
the maximum fee charged, but it should be clearly 
recognized that an elastic policy was employed. 
For example, nearly two-thirds of the depart- 
ments reporting both charges and the per cent of 
free visits stated further that fees were remitted 
for 50 per cent or more of the visits. A third 
made a reduction after the first visit. About 5 
per cent of the departments stated that a fee was 
charged for the initial visit only and that all sub- 
sequent visits were free. These statements apply 
even more definitely to the group charging the 
highest fees. In some cases, the size of the ad- 
mission fees was explained by the fact that it cov- 
ered special services. 


Table 5 denotes that about a third of the re- 
porting departments stated that admission was 
always free. Amounts of twenty-five and fifty 
cents appeared most frequently in the schedules. 
As one would expect, a much higher proportion of 
governmental than of nongovernmental depart- 
ments admitted out-patients without charge. 
Furthermore, when fees were charged the rates 
were higher in nongovernmental than in govern- 
mental departments. More local governmental 
than state departments rendered service of low- 
cost to the patient, while church and fraternal 
departments showed a tendency to impose lower 
fees than nonprofit associations. 


Special Services Provided by Out-Patient 
Departments 


Of particular interest are the specialized types 


Table 5 
Percentage distribution of out-patient departments of hospitals under different administrative controls 
according to the fee policy maintained. 


Number of 
departments 
Control of reporting 
parent hospital fee policy Free 
All departments 31 
Governmental 
72 
56 
Nongovernmental 
Nonprofit association. . . 377 15 
Church and fraternal. . . 138 23 


Per cent of departments charging specified fee? 


1-24 cents 25-49 cents 50-99 cents $1.00 and over 


5 26 a 12 


9 9 6 
— 24 2 18 


4 29 36 
7 35 28 


This table gives the distribution of maximum fees reported for initial visits. 
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Table 6 
Percentage of out-patient departments of hospitals of different medical types which provide 
specified services. 


Number of 
departments 
reporting 
data on 
Medical type special 
of parent hospital services X-ray 


All departments 92 
General 96 
Tuberculosis 64 87 
Children’s 29 90 
Eye-ear-nose-throat 17 65 
Orthopedic ae 100 
All others 51 67 


of equipment with which clinics are furnished, 
since this equipment is a measure of diagnostic 
and therapeutic facilities. The association of se- 
lected services with departments of various med- 
ical types and those of different sizes is illustrated 
in tables 6 and 7 respectively. In reporting the 
existence of any facility for special service, no 
distinction is made between equipment attached 
to the out-patient department proper and that 
which is part of the in-patient section of the 
parent hospital, providing it is available for clinic 
service. 


Of the 709 reporting departments, more than 


90 per cent provide x-ray facilities and a clinical 
laboratory; four-fifths, equipment for estimation 
of basal metabolism; and approximately two- 
thirds, for physiotherapy and electro-cardiog- 


raphy. A clinical laboratory and x-ray facilities 
are more consistently provided by departments 
of each medical type considered than are the other 
three selected facilities. The greatest variation 
occurs in the provision for physiotherapy. With 
the possible exception of orthopedic departments, 
those of a general type maintain a leading posi- 
tion in regard to the items enumerated. 


Per cent of departments providing specified services 


Electro- 
Basal Physio- cardi- 
metabolism Laboratory therapy ography 


82 ee 66 60 
92 96 76 72 
42 75 9 14 
59 86 76 48 
29 ; 76 47 12 
23 92 100 8 
65 86 27 23 


The tendency of large departments to provide 
each type of special service more frequently than 
do those of smaller size is emphasized by the data 
presented in table 7. Effect of size of the de- 
partment is not equally great upon the provision 
of all facilities, however. The least variation is 
noted in the provision of a clinical laboratory and 
x-ray, while the most extreme differences occur 
in the instances of physiotherapy and electro- 
cardiography. 


Out-patient Department Employees 


At the present time, only a few observations 
from preliminary examinations of personnel data 
can be made. It appears that in about a fourth 
of the cases the superintendent of the parent hos- 
pital is also director of the out-patient depart- 
ment. In departments where administration is 
separate from the in-patient section, nurses and 
physicians predominate as director. The greater 
proportion of admitting officers reported were 
registered nurses. Medical social workers ranked 
second. Of the more than 20,000 physicians en- 
gaged weekly in clinic work, only 8 per cent re- 
ceived remuneration. On the other hand, 13 per 


Table 7 
Percentage of out-patient departments reporting different total visits which provide specified services. 


Number of 
departments 
reporting 
data on 
Total visits special 
reported services X-ray 


All departments 659" 93 
Under 10,000 264 91 
10,000-24,999 149 93 
25,000-49,999 105 89 
50,000-99,999 70 99 
100,000 and over 71 99 


Per cent of departments providing specified services 


Electro- 
Basal Physio- cardi- 
metabolism Laboratory therapy ography 


82 93 67 61 
70 48 39 
90 71 68 
86 79 71 
94 91 81 
96 , 87 93 


1Fifty departments which failed to report the number of visits are omitted from this tabulation. 
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cent of the less than 1,800 dentists reported were 
paid for service. 
Summary 


In conclusion, it may be well to summarize the 
data presented. It was revealed that only a small 
proportion of the hospitals (in all 769) operate 
true departments that render service to selected 
economic groups of the community. These de- 
partments tend to be concentrated in large cities, 
especially those of states along the northern and 
middle Atlantic seaboard and in the region of the 
Great Lakes. 


The 769 out-patient departments reported a 
total of 2714 million visits during the year. The 
median department reported approximately 16,000 
visits. Nearly three-fourths of the departments 
were connected with general hospitals, and nine- 
tenths of these provided general service to ambu- 
latory patients. These departments reported 
nearly 90 per cent of all visits. 


When hospitals of all types were considered, 
the largest percentages of clinic service were 
found for medicine and surgery, followed by der- 
matology and syphilis. Analysis of visits to indi- 
vidual clinics indicated that three-fourths or more 
of the visits recorded for every division except 
eye and tuberculosis were made to departments of 
general hospitals. 


Study of admission policies revealed that over 
four-fifths of the departments accepted patients 
without restriction as to race. Nearly half im- 
posed no residential restriction. Departments un- 
der local governmental control, however, were 
more likely to limit admissions to the tax jurisdic- 
tion in which they were located than were the 
nongovernmental group. Sixty-seven per cent of 
the departments under governmental control, as 
contrasted with less than 20 per cent of the non- 
governmental group, reported that no charge was 
made for clinic service. Nearly two-thirds of 
the departments which reported fee schedules 
stated that charges were remitted on more than 
50 per cent of the visits. 


X-ray and clinical laboratory services are pro- 
vided in at least two-thirds of the departments of 
all medical types. Basal metabolism, physiother- 
apy, and electro-cardiography are less generally 
available. A patient’s opportunity for securing 
these special services increases with the size of 
the department. 


1From the Division of Public Health Methods, National Insti- 
tute of Health. 

2*Nonprofit association’’ refers to nongovernmental associa- 
tions and corporations (other than church and fraternal) not or- 
ganized for profit. 

®The 56 departments grouped under “all other’? are connected 
with the following types of hospitals: Maternity, 20; mental, 19; 
skin and cancer, 9; miscellaneous specialties, 7; diagnostic, 1 
(associated with a large general department). 
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Q Praver from a Hospital Bed : 


God, the giver of all good gifts, send to 

me, Uhp suffering child, the knowledge 

of Thy compassion. Let me feel that Thou art 
with me, that Thou dost pity me. Renew in me 
that Desire to serve others, which alone makes 
for lasting happiness; that through creating it 
among mp fellow men, it will reflect on me, and 
gibe me back the gift of bealth; so that in due 
time J map return to the arms of mp Dear ones. 
GAntil that blessed dap, give 

_- me courage, fortitude, and 

ore: faith. Strengthen mp trust 


ae in Thee, © Lord, that J 
“73 map come into a surer 
knowledge of Thp 
boundless love for all 

of us, Thp children, 
Amen. 
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Social Service in a Municipal Hospital 


THEODATE H. SOULE, Hartford, Conn. 


which various. people on the street were 

stopped and asked to answer certain ques- 
tions before the microphone. One evening I had 
tuned in to this program and heard a young 
woman tell the listening world that she was a 
medical social worker. When urged by the an- 
nouncer to explain this profession, she replied that 
she “bought glasses, and things, for sick people.” 
I do not want to be unduly critical of the young 
woman, for I feel sure that I should be at a loss 
if put on the air without any preparation, but if 
this is the kind of interpretation the public re- 
ceives in regard to medical social work, it is not 
surprising that confusion exists as to its function 
and use even among hospital administrators. 
Therefore, I should like to talk in a very practical 
way about the things which a medical social de- 
partment should be expected to do and about the 
persons who should do them. 


AST winter there was a radio program in 


The American Association of Medical Social 
Workers in a Statement of Standards to be met 
by Medical Social Service Departments, says, 
“Medical social service has been developed in the 
hospital as a service to the patient, the physician, 
the hospital administration, and the community in 
order to help meet the problem of the patient 
whose medical need may be aggravated by social 
factors and who, therefore, may receive social 
treatment which is based on his medical condition 
and care.” Its chief objective is to contribute to 
the patient’s restoration to health or to the best 
social adjusment possible with his disability. The 
method of obtaining such a result is through case 
vork, a study of the social situation of the indi- 
vidual patient and the working out of his medical 
social problems in collaboration with him and his 
physician. This is the chief function of the med- 
ical social worker and it is significant that service 
to the patient is put first. 


Influence of Medical Social Work on Cost 
of Hospital Service 


I know that there has been a tendency to sell 
medical social work to administrators on the argu- 
ment that the departments would save money for 
the hospital by effecting earlier discharges of pa- 
tients. In many instances this is accomplished, 





Presented before the Public Hospital Section, American Hos- 
pital Association convention, Atlantic City, September 16, 1937. 
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and it is to the advantage of the patient as well 
as the hospital for him to go home as soon as he 
can safely, but for every patient discharged, an- 
other may be kept because the social worker has 
found home conditions so impossible that the doc- 
tor decides the patient should not leave the hospi- 
tal until these conditions have been changed or the 
patient is entirely well. However, if a study of 
the social situation does not actually save money, 
it insures the spending of this money to better 
advantage by clinching the gain the patient has 
made in the hospital and thus preventing his re- 
admission, which, as you know, is expensive both 
to the patient and the hospital. For instance, a 
physician may use the social information gathered 
in making his decision whether to operate or to 
wait for later developments; whether to advise 
sanitorium care or to allow the patient to go home. 


The worker’s social history is sometimes the 
deciding factor as to whether. or not a patient is 
psychotic and the report of the intelligence of the 
parents often determines the after care of a 
diabetic child. Some physicians wish the social 
workers to go into the situation of all patients 
having those diseases with social significance, such 
as tuberculosis, cancer, diabetes, or syphilis, and 


‘others prefer to refer only those who appear to 


have problems of special significance. In each 
instance, the plan of social treatment should be 
based on the medical recommendations and should 
be the joint thinking of the doctor and the social 
worker. 


Case Work May Be of Two Kinds 


The responsibility for working out a medical 
social plan may lie with the doctor, the patient, 
and the hospital social worker, or, if the patient 
and his family are under the care of another s0- 
cial agency in the community, the actual carrying 
out of the social treatment may be done by that 
agency. In this type of cooperative service, the 
medical social worker receives social information 
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in regard to the patient and his environment 
which she passes on to the doctor, and in return, 
she interprets to the outside agency the patient’s 
diagnosis and the doctor’s recommendations. This 
is a most important function for it is not enough 
for a Family Welfare Society to know that Mrs. 
Kelly has mitral stenosis, the agency needs the 
further information that this is a chronic heart 
condition and that Mrs. Kelly can no longer take 
in washing and go down three flights of stairs to 
hang out the clothes. Dr. Munger in a recent 
article in HOSPITALS says, “The modern welfare 
department cannot receive the cooperation which 
it needs from a hospital without medical social 
workers. Similarly the hospital cannot obtain the 
maximum of possible help for its patients from 
outside agencies, without competent persons who 
know social service methods and who know what 
outside help is obtainable and how to obtain it.” 
Probably a larger proportion of patients in public 
hospitals are obtaining help from outside agencies 
(Departments of Public Welfare, etc.) than pa- 
tients in voluntary hospitals. Cooperative serv- 
ice is therefore of paramount importance. 


Organizing the Services of the Medical Social 
Workers in the Hospital 


The services of the medical social workers 
should be available both in the wards and in the 
out-patient department. Neither the patient in 
bed nor the one who is ambulatory has any corner 
on problems and the worker who plans with the 
doctor in regard to the diabetic about to be dis- 
charged home should follow that patient into the 
clinic and be ready to work out adjustments 
should the original plan be found unsatisfactory. 
In some hospitals, the medical social service de- 
partments have been organized as ward and out- 
patient divisions but it is generally thought better 
practice to assign a worker to a service, pediatrics 
or gynecology, for instance, and have her spend 
time both in the hospital and the clinic. In a 
large institution, particularly, a patient feels lost 
and confused because the doctors and nurses 
whom he has come to know on the ward are no- 
where to be seen when he returns to clinic, and 
the familiar face of his friend, the social worker, 
gives him confidence and a feeling that after all, 
he is more than just another case. 


There has been a growing practice of assign- 
ing medical social workers to administrative serv- 
ices, the most important of these being the admis- 
sion of patients, which includes the determination 
of eligibility for care. The training of the medical 
social worker gives her a basis for making judg- 
ments in regard to financial responsibility which 
take into consideration more than income. Family 
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obligations, debts, medical and otherwise, the cost 
of living in the community are all weighed against 
the probable length and cost of the patient’s par- 
ticular hospitalization. In the interview, social 
problems are discovered which may be referred 
to the other social workers in the hospital so that 
these difficulties do not interfere with the patient’s 
obtaining the greatest benefit from his treatment. 
However, if the laws determining eligibility in re- 
spect to settlement are complicated and difficult 
to apply, the medical social worker must either 
have special knowledge to pass on admissions or 
work in cooperation with a trained settlement 
clerk. 


When a department is large enough to carry on 
its case work functions and has established them 
firmly, then its scope might be enlarged to include 
social admitting if the hospital administration 
wishes. In no case, however, should this function 
be undertaken without increasing the staff, for 
there is great danger that the case work would 
suffer. On the other hand, there is no justification 
for the assumption of unrelated items of activity 
which may help to oil the machinery of the hos- 
pital but do not further the solution of the medi- 
cal-social problems of the patients. 


The administrator of the hospital and the head 
of the social service department should think out 
clearly the significance of such duties as obtain- 
ing blood donors and necropsy permits, arranging 
holiday celebrations and supervising the hospital 
library before these are assigned to social service. 
In the chapter on Medical Social Service of the 
Hospital Survey for New York which has just 
been published, the statement is made that, “As 
the key person to prevent such dissipation of 
medical social service, the hospital administrator 
is primarily responsible. The extent to which he 
understands its appropriate activities enables the 
social service department of his hospital to per- 
form them, and largely determine its caliber and 
activities.” 


Relief Fund 


Here I think I should speak of that bugaboo of 
both administrator and medical social worker, re- 
lief, or “petty relief,” as those who seem to be 
most afraid of it call it. While the giving of 
relief is not one of the primary concerns of a 
medical social worker and while in most cases 
she should obtain money for items of material 
relief from outside sources, a fund which she may 
use for particular instances often safeguards the 
independence of the patient and saves time and 
red tape. 


Frequently the amount needed is small, so small 
that it would be unfair to ask the patient to go 
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to another agency and tell his story in order to 
get assistance and yet this amount may mean the 
difference between the success and failure of a 
plan. A man about 60 was in the surgical ward 
of a city hospital, operated upon for hernia. He 
had no family and no funds but previous to his 
hospitalization he had supported himself by ped- 
dling horse radish and he knew his regular cus- 
tomers would continue to patronize him if he 
could get new stock and start off again. He 
thought $3.50 would be enough, but the social 
worker persuaded him to take $5.00 in addition 
for his first week’s board and room. The patient 
wished to have the money considered a loan. but 
the social worker felt that even though it was 
never repaid, $8.50 was little enough to give this 
man independence. Two weeks’ convalescence for 
a mother recovering from pneumonia, or a week 
at a Boy Scout camp for a boy whose behavior 
problems had brought him under the care of the 
psychiatrist and the social worker; these and 
many other instances make a relief fund a tool 
of good case work. If the hospital budget does 
not allow this leeway, as frequently it cannot be- 
cause tax funds are used, the money can be raised 
by the social service advisory committee or the 
Woman’s Auxiliary of the hospital, and the medi- 
cal social worker, in reporting on how the fund 
is spent, can use these instances in the interpreta- 
tion of her work. 


Measuring Rod of Training and Experience Needed 


It has seemed to me logical to discuss what a 
medical social service department does before 
going into the question of personnel or size of 
staff. One of the reasons why function has been 
so confused and departments have been so clut- 
tered with minor activities is because those re- 
sponsible for organizing the department have 
failed to insist upon trained and experienced 
workers. 


It is not enough to have as medical social work- 
ers women who are kind-hearted and amiable. To 
be sure, such qualities are important but in deal- 
ing with the complex routine of a hospital, the 
ethical aspects of the profession of medicine and 
the delicate psychological and social problems of 
patients, a worker must have the understanding 
which comes from knowledge and the sure touch 
which comes from experience. I will not deny 
that there have been successful medical social 
workers who have had no formal training. There 
were also successful “natural bone-setters” and 
yet you and I would prefer a well-trained surgeon 
if a leg were fractured. 


Eligibility for membership in the American 
Association of Medical Social Workers is a prac- 
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tical measuring rod of training and experience. 
For the position of director, supervisory and ad- 
ministrative experience should be required in ad- 
dition to that of a case worker. Because we are 
talking of public hospital departments, the neces- 
sity for high personnel standards is particularly 
important. Often the insistence upon definite 
training is the best weapon available against 
political pressure. Workers should be certified by 
civil service examinations set up by those who 
really know what the position calls for in pro- 
fessional background. Residence requirements 
are often a difficulty in filling municipal positions 
and some authority to waive such a demand should 
be allowed when there are no local trained work- 
ers available. 


The question as to how many workers a hos- 
pital should have is one which has caused much 
discussion, but to date it has not been answered 
satisfactorily. Far be it from me to offer any 
more than a statement of some of the problems 
involved in determining size. The White House 
Conference on Child Health and Protection of 
1930 side-stepped the question by saying, “The 
proper size of a social service staff depends not 
only upon the interpretation of function but also 
upon the size and character of the hospital and 
the development of community resources.” In 
this connection we must realize that probably 
public hospitals should have a larger social service 
staff than private hospitals of the same bed ca- 
pacity. While medical social problems are in no 
way confined to the poor, all the patients in a 
municipal hospital have one thing in common, 
their inability to meet any more than bare living 
expenses, which causes emotional as well as en- 
vironmental difficulties. It is easy to see that a 
department too small to meet the calls for its 
services may strike a level of superficial service 
but it is equally true that a department which 
tries to safeguard its function by adhering rigidly 
to a small and intensive case work program loses 
an opportunity to demonstrate its contribution to 
the cooperative endeavors of the hospital. In the 
Hospital Survey of New York which has been re- 
ferred to earlier, a method of arriving at some 
index of size was attempted. In each institution 
the number of total clinic patient visits during 
the year was divided by five and this amount 
added to the total number of ward patients ad- 
mitted during the year. The resulting figures 
are called “potential work units” and it is stated 
that these units should not exceed 2,850 for each 
worker employed. It is explained that these 
figures should be used in connection with an an- 
alysis of the type of service called for in the vari- 
ous hospitals and adjusted to the demands of the 
case load in different services. 
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Most authorities agree that there should be one 
full-time clerical worker to three professional 
workers. Records are a necessity if one is to 
do satisfactory medical social case work and 
nothing is more wasteful of a worker’s time than 
writing letters or records in longhand because of 
insufficient stenographic service. Sometimes in 
departments where one clerical worker is not 
enough and yet another full-time worker does not 
seem indicated, service shared with another de- 
partment is possible or the introduction of a dicta- 
phone will meet the need. 


Offices Should Be Accessible 


Recently I have had occasion to visit a good 
many hospitals, both voluntary and tax-supported, 
and I have been sent down into basements and 
into makeshift rooms off corridors to find the 
social service department. It is true that we 
medical social workers are always talking about 
the necessity of adjusting to social conditions, but 
I wish that hospital administrators did not call 
upon us to make so many adjustments to inade- 
quate office space. Offices should be accessible to 
doctors and other hospital personnel but to stum- 
ble over a medical social worker’s desk in a cor- 
ridor does not make for immediate pleasant 
contacts. 


It is hard enough under the best of circum- 
stances to develop a relationship with a patient so 
that he will feel free to discuss with the medical 
social worker his personal problems which may 
be the key to his medical difficulties, but the 
chances of a successful interview are almost nil 
when there is no privacy for the conversation. 
The question of where the department should be 
located, whether at the front office, in the out- 
patient department, or near the wards, depends 
largely on the size of the hospital and the depart- 
ment. A central office is necessary but when the 
institution is spread out, it may be wise to have 
certain workers placed nearer their services. 


Social Service Department Needs Cooperation 
of the Medical Staff 


In discussing the subject of this paper, the ad- 


ministrator of a municipal hospital asked, “How 
can the social service department get proper co- 
operation from the medical staff?” It seems to 
me that one of the motivating forces of a medical 
social service department is the interest of the 
medical staff and their selective referral of pa- 
tients and problems. How this can be fostered 
is as much the concern of the administration as 
the medical social worker, and I agree most 
heartily with Dr. Munger, who says, “the greatest 
hope of effective understanding is imbuing the 
hospital intern and resident with knowledge of 
and enthusiasm for medical social work. This in- 
struction should be in the form of lectures, case 
reports, and round table discussions. If neces- 
sary, the administration should make the instruc- 
tion compulsory for house officers. The senior 
staff may be reached through presentations at 
staff meetings and by attendance at ward rounds 
by social workers and, in general, by never failing 
to show the clinician just what the social worker 
has done or can do on a given case.” In addition 
to Dr. Munger’s suggestions, I should like to say 
that much depends on how the hospital superin- 
tendent treats his social workers. If he shows 
the other divisions of the hospital that he has con- 
fidence in the work of the social service depart- 
ment and appreciates its importance in the 
hospital set up, the medical staff, the nursing 
staff, and the rest of the hospital personne! will 
take their cue from him. 


There is one particular way in which the medi- 
cal social worker may repay the recognition shown 
her by the hospital administrator and that is by 
her loyal interpretation of the institution to the 
community. She, more than any one else, has 
an opportunity to learn what the public thinks of 
the hospital and the care it gives, as her work is as 
much out of the hospital as in it. Municipal hos- 
pitals, because of the legal restrictions imposed 
upon them and perhaps because everyone is criti- 
cal of something he gets for nothing, usually need 
considerable explanation of policies. A medical 
social worker can, and should, help to make a 
hospital understood and liked by the citizens who 
support it. 





Loyola University Takes Over Control 
of Mercy Hospital 


President Samuel Knox Wilson of Loyola Uni- 
versity has announced that administrative control 
of Mercy Hospital, Chicago, has been transferred 
to the University. The hospital is conducted by 
the Sisters of Mercy, of which Mother Mary Ber- 
Nadine is Provincial Superior. 
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Construction of a new building adjoining the 
present dispensary is now under way. Dean Louis 
D. Moorhead of the University School of Medicine 
said this would double the capacity of the dispen- 
sary and enlarge the hospital’s scientific facilities. 
The department of bacteriology and pathology of 
the medical school will be housed in the new 
building, as well as a clinical library for medical 
students, research laboratories, and clinics. 





Hospital Liability for Negligence 


EMANUEL HAYT, New York City 


crimination to all who seek its aid. It 

gathers skilled physicians and trained 
nurses, and places their services-at the call of 
the afflicted, without scrutiny of the character or 
the worth of those who appeal to it; looking at 
nothing and caring for nothing beyond the fact 
of their affliction.’ 


A HOSPITAL opens its doors without dis- 


In this beneficent work, the voluntary or chari- 
table hospital does not subject itself to liability 
for damages for the wrongful acts or negligence 
of its physicians and nurses, if the institution has 
used reasonable care in the selection of these per- 
sons. It has been said that this relation is not 
one of master and servant, but that the physician 
occupies the position, so to speak, of an inde- 
pendent contractor, following a separate calling. 
As such, he is liable, of course, for his own wrongs 
to the patient whom he undertakes to serve; he 
involves the hospital in no liability. On this the- 
ory of independent contractor, a hospital is held 
immune from liability to patients for the malprac- 
tice of its physicians. 


It is true of nurses, as of physicians, that in 
treating a patient they are not acting as servants 
of the hospital. Nurses are employed to carry 
out the orders of the physicians to whose author- 
ity they are subject. The hospital merely under- 
takes to procure for the patient the services of a 
nurse; it does not undertake through the agency 
of nurses to render those services itself.? In that 
respect, no distinction is made between the posi- 
tion of a nurse and that of a physician.’ So also, 
where the nurse has been retained by the patient 
to render exclusive service and her compensation 
is paid directly by the patient, the hospital can- 
not be held responsible for the negligent treat- 
ment of the patient.‘ 


This rule of relationship between hospital and 
nurse is not limited in its application to charitable 
corporations alone. It has been held that a rail- 
road company, in employing a nurse to care for 
an employee, is in no different position from a 
hospital, because the nurse follows her own call- 
ing rather than that of one in the service of the 
employer; she is left to act on her own responsi- 
bility under the general direction of the physician 
in charge of the case. The employer has per- 
formed his full duty to his employee when he has 
exercised due care in the selection of reasonably 
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competent physicians, nurses, and other profes- 
sional employees. 


Physicians Must Be Selected With Care 


In all cases where it is sought to make a chari- 
table corporation liable in damages for the care- 
lessness of its physicians, nurses or orderlies, the 
sole ground of responsibility must be predicated 
upon the fact that there was failure to exercise 
due care in the selection of the agent. For exam- 
ple, a hospital is not liable for the negligence of 
a nurse in leaving a hot water-bottle in a bed, by 
which a patient is burned, there having been no 
failure to use reasonable care in employing the 
nurse. The corporation likewise is not charge- 
able with the negligence of its surgeon in operat- 
ing on a patient without consent, where such insti- 
tution exercises due care in employing a surgeon 
who is deemed competent.’ 


Of course, a surgeon who performs an opera- 
tion without his patient’s consent, commits an as- 
sault, for which he is liable in damages, except in 
cases of emergency where the patient is uncon- 
scious and where it is necessary to operate before 
consent can be obtained. As for the charitable 
institution, whose visiting and resident physi- 
cians serve without pay, it is not liable for the 
operation performed without the patient’s con- 
sent, although it furnished the operating sur- 
geons, the facilities of its surgical ward, but had 
no knowledge that the operation was to be per- 
formed in disregard of the patient’s instructions.’ 


Hospital nurses while assisting a surgeon in 
such an operation are not the servants of the hos- 
pital; the acts of preparation immediately preced- 
ing the operation are necessary to its successful 
performance, and are really a part of the opera- 
tion itself. Such acts are not different in that 
respect from the administration of the ether. 
Whatever the nurse does in those preliminary 
stages is done, not as the servant of the hospital, 
but in the course of the treatment of the patient. 
She, therefore, acts as the delegate of the sur- 
geon to whose orders she is subject. The hospital 
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ig not chargeable with her knowledge that the 
operation is improper any more than it can be 
chargeable for the surgeon’s knowledge thereof.° 


Theories of Immunity 


There has always been much confusion and con- 
flict on the question of exempting charitable cor- 
porations from liability for the acts of their 
agents and servants. Where absolute immunity 
is granted, it is sometimes rested on the “trust 
funds” theory: that the funds of the corporation 
are the subject of a charitable trust; to suffer a 
judgment to be recovered against the institution 
would be an illegal diversion and waste of the 
estate. This theory was first enunciated probably 
in 1846,*° when it was said that to give damages 
out of a trust fund would not be to apply it to 
those objects which the author of the fund had 
in view, but would be to divert it to a completely 
different purpose. 


What is thought by some courts to be a sounder 
doctrine than that of “trust funds” is that of the 
“waiver” theory, which stands on the principle 
that one accepting the bounty of the institution 
impliedly waives any claim of liability against it 
for the negligence of its agents and servants, pro- 
vided that there has been due care used in the 
selection of servants. 


New York State, however, has rejected both of 
these theories, and has based its conclusion on the 
so-called independent contractor theory: that the 
doctrine of respondeat superior does not apply, 
ie., the master is not responsible for the servant’s 
wrongful conduct.'! In other words, the New 
York doctrine of immunity is fixed upon the the- 
ory that those employed by a hospital or other 
charity act not as servants of the charity but as 
servants of the patient.’” 


This rule was applied where an orderly placed 
a hot water-bottle against the body of a patient, 
causing her to be severely burned. It was held 
that the status of an orderly is determined by the 
nature of the work he is employed to do rather 
than by the payroll designation of his position. 
Broadly speaking, he is a hospital attendant who 
does general work, while a nurse is one who cares 
for the sick. The orderly at times also does nurs- 
ing. Here the orderly was engaged in a specific 
act of caring for the sick patient. He was not 
engaged in general work at the time, such as run- 
ning errands, lifting beds or the like. The or- 
derly, so far as he was engaged in nursing, under 
the authority of the hospital, was supposed like 
other nurses to act on his own responsibility. If 
his act was unauthorized by the hospital, the rule 
of respondeat superior does not apply. The hos- 
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pital is not liable to the patient for the unauthor- 
ized acts or negligent nursing care of an orderly." 


The rule of the complete exemption of chari- 
table institutions, as has been indicated, has its 
limitations. Exemption is denied, for instance, 
where the patient can prove that the hospital 
failed to exercise due and reasonable care in the 
selection of physicians, nurses, or attendants, and 
that the injuries complained of resulted from the 
incompetence or negligence of such persons. 


Paying and Non-Paying Patients 


The fact that a public charitable hospital re- 
ceives pay from a patient does not affect its char- 
acter as a charitable institution in relation to such 
patient.'* Such a payment is regarded as a con- 
tribution to the income of the hospital, to be de- 
voted like its other funds to the maintenance of 
the charity. It is not necessary that an institu- 
tion shall be jvholly charitable to fall within the 
definition of being a charitable institution; it is 
enough that it is partly charitable in character 
and purpose.?® So a hospital which was incorpo- 
rated “for the purpose of treating indigent per- 
sons suffering from diseases of the eye and ear” 
was held to be a charitable corporation, although 
it appeared that patients, when able to do so, were 
required to pay for their treatment.*® 


In the matter of tax exemption, the requirement 
or acceptance of charges from patients able to pay 
does not change the charitable status of the insti- 
tution. Hence, a hospital which treats its needy 
patients for nothing, but charges the well-to-do 
an amount insufficient to cover the per capita cost 
of maintenance, does not change its standing as 
a charitable institution.’ Payment by the patient 
of the regular rates charged by the hospital for 
paying patients, does not take the case out of this 
class. Such income is added to the hospital foun- 
dation or endowments to make it possible for the 
work to go on.?* 


As far as the hospital’s exemption from the 
negligence of its servants is concerned, paying 
and non-paying patients are in the same category. 
Both classes are also on the same level of rights. 
A charity patient has precisely the same right of 
action for malpractice as one who pays for at- 
tendance, since all patients are entitled to the 
same degree of care.’® 


Administrative and Non-Administrative 
Employees 
Physicians, nurses, residents, pathologists, 
roentgenologists, as well as private physicians 


and special duty nurses, are classed as non-admin- 
istrative employees. It is firmly established, in 
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this state, that the hospital is not liable for their 
negligence. Administrative employees, on the 
other hand, are the superintendent, assistant su- 
perintendents, cashier, telephone operator, and 
those not concerned with the actual care of the 
patient, but who are interested in the adminis- 
trative activities of the institution. 


Until recently New York was undecided on the 
responsibility of administrative agents. Other 
jurisdictions, however, appear to have disre- 
garded the existence of a distinction between ad- 
ministrative and non-administrative employees 
and have granted immunity to both. These juris- 
dictions rely either upon the trust funds doctrine 
or the waiver theory. 


This distinction between agents is not novel in 
New York state. In the case of Hamburger V. 
Cornell University,2? a medical student at the 
school was injured by an explosion of chemicals 
in the laboratory. He claimed that certain chemi- 
- cals had been improperly labeled, thereby being 
caused to explode after they were mixed by him. 
The student lost an eye. It was charged that the 
negligence was that of some laboratory employees 
in failing to label the bottles properly. The court, 
although distinguishing between both classes of 
employees, found there was no liability on the 
part of the hospital for either administrative or 
non-administrative negligence in this case. 


In another case, a hospital was held not to be 
liable for the negligence of an administrative offi- 
cer charged with the duty of making physical re- 
pairs to the building and keeping it free from de- 
fects,?! where a patient was injured by the flush- 
ing tank connected with the toilet falling upon 
her. She was undressing at the time the accident 
occurred. The patient was registered at a ma- 
ternity hospital by her physician and was to avail 
herself of the facilities of the institution at a 
nominal charge of $65.00 for ten days’ lying-in 
during the birth of the child. She paid nothing 
for various examinations conducted there by her 
physician prior to delivery. The hospital conced- 
edly was a charitable institution. 


This decision was based on the late case of 
Stearns v. Association of the Bar of the City of 
New York. In the Stearns case, the plaintiff went 
to the Bar Association of the City of New York 
to complain about the alleged misconduct of a 
member of the Bar. While on the premises of the 
Bar Association she was injured by falling over 
a doorsill. She claimed it was defective as a re- 
sult of the negligence of the defendant’s building 
superintendent. The defendant interposed the 
plea that it was a charitable institution and hence 
not liable to beneficiaries for the torts of agents 
who were selected with due care. Plaintiff urged 
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that the defendant’s immunity for the torts of its 
non-administrative agents did not extend to acts 
of its administrative agents. However, the court 
held that the defendant’s immunity here em- 
braced both classes of agents.22. From the Stearns 
case, by analogy, it follows that a hospital’s im- 
munity as a charitable corporation covers the acts 
of both administrative and non-administrative 
agents. 


Liable for Mere Servants or Employees 


In addition to administrative and non-adminis- 
trative agents, the courts in recent decisions have 
designated a third class of hospital agents, i.e., 
those who function as mere servants or employees 
of the hospital. This third type of employee was 
suggested in a late case, in which a patient who 
was being carried down a flight of stairs in her 
home, fell from the stretcher and was injured. 
She sued the hospital to recover damages for per- 
sonal injuries arising out of the alleged careless- 
ness of the stretcher-bearers. Her complaint was 
dismissed by the trial judge, but she appealed to 
the Appellate Division which ordered a new trial 
to determine the relationship between the 
stretcher-bearers and the hospital and in what 
capacity they were employed or serving the hos- 
pital.2? The court there defined the third class of 
agents as neither administrative nor non-admin- 
istrative, but “true servants.” 


The liability of the hospital for the negligence 
of a mere employee or true servant was presented 
in another case. Without deciding the particular 
question, the court was of the opinion that hospi- 
tals should be held liable for the negligence of 
their true servants. A patient was injured by 
falling into a chute over which the janitor failed 
to place the chute cover. For instance, said the 
court, if the chute or chute covers were used in 
connection with an operation to be performed or 
treatment to be given and were in the operative 
care of a doctor or nurse, the case would fall 
within the rule of the Cornell University case, and 
the defense that hospitals are not liable for ad- 
ministrative or non-administrative negligence 
would be good. On the other hand, if the chute 
or chute cover were used to remove garbage from 
the hospital, and were in the operative care of the 
janitor, a different conclusion might be reached.” 


The question of whether a charitable institution 
is liable to patients for the negligence of true 
servants of the hospital has been squarely an- 
swered by the latest decision of the Court of Ap- 


peals.2*> The court held that “no conception of 
justice demands that an exception to the rule of 
respondeat superior be made in favor of the re- 
sources of a charity and against the person of a 
beneficiary injured by the tort of a mere servant 
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or employee functioning in that character.” A 
charitable hospital was therefore held liable for 
the negligence of its ambulance driver in collid- 
ing with another vehicle and thus injuring a pa- 
tient who was being conveyed to her home. In 
another part of the opinion the court said: “We 
think it would not be a harmonious policy that 
would require this plaintiff to put up with her in- 
juries on the score that the appellant (hospital) 
is a charitable corporation.” 


The decision of the Sheehan case has been fol- 
lowed in an action in one of the lower trial courts. 
In the course of her duties, a member of the 
Ladies Auxiliary of a hospital who was perform- 
ing a gratuitous service for the benefit of the in- 
stitution, slipped on some butter which had been 
allowed to drop and remain on the floor. The 
complaint alleged that the negligence was that of 
the hospital’s “servants and agents.” As a de- 
fense the hospital claimed that she was a bene- 
ficiary of the charitable corporation because, in 
working without compensation for the hospital, 
she received mental and spiritual rewards. Some- 
how, the learned judge, being better versed in law 
than in philanthropy, failed to see the spiritual 
benefits obtained in working gratis for a chari- 
table hospital; he refused to dismiss the com- 
plaint, on the ground that the alleged injury was 
such that it must have been caused by the negli- 
gence of a “mere servant or employee function- 
ing in that character.*° 


It may now be accepted as definitely settled in 
this state that a charitable hospital is liable for 
the negligent acts of a “mere servant or employee 
functioning in that character,” as distinguished 
from administrative and non-administrative 
agents. 


Negligence and Contract Liability 


The liability of hospitals may be in tort or may 
arise out of a breach of contract. While hospi- 
tals are generally immune from responsibility for 
the negligent acts of their agents, administrative 
and non-administrative, their liability for a 
breach of contract is the same as that of any pri- 
vate corporation or person, whether the contract 
is made with a patient, employee, physician, or 
business organization. 


For a tort, which is a legal wrong causing per- 
sonal injuries or a loss of money or property, the 
proper remedy is an action for damages. The 
law regulates the responsibility of hospitals for 
their wrongful acts, but contract liability is vol- 
untarily undertaken. 


Of all the types of tort or legal wrongs, that 
designated ordinarily as negligence causes the 
greatest amount of difficulty for hospitals. Negli- 
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gence is more commonly defined as an improper 
regard for the safety of another’s person or prop- 
erty. Another definition is the failure to use the 
care of an ordinarily prudent person. Sometimes 
negligence is said to be the breach of a legal duty 
to use due care for the rights of other persons. 


Negligence may also be a breach of contract if 
there is a contract calling for specific care." For 
example, a hospital agreed to take care of a four 
months old child in the institution while the 
mother was undergoing treatment. The child ac- 
cidentally was burned by a steampipe. The in- 
stitution was held liable for damages because it 
had made an express contract to receive the child 
under its care and to safeguard it. In this in- 
stance the child was not a patient and therefore 
not a beneficiary of the charity. 


Ordinarily a hospital, whether it is benevolent 
or not, must perform whatever it expressly agrees 
to do, or become liable for damages. When an 
institution specifically promises to provide certain 
services, it is under a duty to carry out the terms 
of the agreement. A hospital was sued by a pa- 
tient on the ground that its superintendent had 
agreed to provide surgical services, which were 
to be included in the charge of $20.00 weekly for 
room and board. The complaint was dismissed 
because the evidence clearly showed the superin- 
tendent had no authority to make any contract on 
behalf of the hospital for the services of physi- 
cians or surgeons in its employ.”® 


An attempt was made recently to hold a hospi- 
tal responsible for a patient’s death on the basis 
of a breach of contract where the alleged breach 
was really due to negligence. A patient with sui- 
cidal tendencies was admitted to a charitable hos- 
pital. During an unguarded moment, he threw 
himself out from a window of the private room 
occupied by him on the third floor of the hospital, 
and died. 


Suit was brought against the institution for 
damages arising out of the patient’s death. In 
the complaint it was charged that the hospital had 
been informed the patient was manifesting an in- 
tention to commit suicide; that an agreement was 
made whereby the hospital, in consideration of 
$30.00 per week, agreed to receive the patient un- 
der the care of the institution and to exercise a 
constant watch and scrutiny over him and pro- 
tect and safeguard him until his discharge. 


Damages were sought for a breach of the agree- 
ment, and the consequent death of the patient. 
In defense the hospital denied the making of such 
a contract, but admitted receiving the patient into 
the hospital. It likewise denied having been in- 
formed that the patient manifested suicidal ten- 
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dencies. As a further defense, the hospital al- 


leged that it operated and maintained a hospital 

' as a charitable institution, from which no finan- 

cial benefit accrued to its directors or organizers; 

that it was not maintained or operated for profit 

- and was maintained in part by voluntary con- 
tributions. 


In upholding the defenses of the hospital, the 
court said that, although the complaint alleged a 
breach of contract on the hospital’s part in fail- 
ing to maintain a constant surveillance and scru- 
tiny over the person of the patient, the action was 
actually one of negligence. If the facts at the 
trial established that it was negligence that re- 
sulted in the death of the patient, the hospital’s 
defense that it was immune as a charitable cor- 
poration from such an action would be good. Even 
if the existence of the contract to keep the patient 
under a constant and watchful surveillance and 
scrutiny over him were proved, it was not within 
the reasonable contemplation of this contract that 
the hospital bound itself to pay the value of the 
patient’s life in case he did commit suicide.” 


Institutional Liability to Strangers 


The reasons that have led to the adoption of the 
rule that hospitals may not be sued ordinarily for 
the torts of their doctors and nurses to patients, 
do not apply where the wrong is committed by a 
servant of the hospital and the sufferer is a 
stranger.*® This rule is illustrated in the case of 
a mechanic who was injured while engaged in 
making repairs on a boiler in a hospital. The 
accident was caused by the alleged carelessness 
of the employees of the corporation. The court 
overruled the contention of the hospital that as a 
charitable organization it was not liable under the 
doctrine of respondeat superior. It was held re- 
sponsible for the negligence of its employees.*! 


In another case, a steam-fitter’s helper, while 
performing certain work in a building occupied 
by a charitable institution, was injured by a boiler 
explosion, which he claimed was the fault of an 
employee of the defendant. He also was allowed 
to recover damages for the carelessness of the de- 
fendant’s servants, on the ground that he was not 
a beneficiary of the charity at the time of the 
accident.*? 


Both a charitable hospital and its ambulance 
driver were held liable for negligently running 
down and injuring a pedestrian, while the ambu- 
lance was answering a police call.** Apparently, 
no distinction is now made by the courts for the 
negligence of ambulance chauffeurs, whether the 
person aggrieved is a patient or a stranger.** 


Accidents Within Hospitals | 
A great many accidents to patients and visitors 
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occur within the hospital itself. About 50 per 
cent of such accidents are caused by persons slip- 
ping on slippery floors or substances. Serious 
fractures are not uncommon as a result of such 
falls. 


In these slippery floor cases, hospitals have 
been held answerable in damages to patients as 
well as strangers. At one hospital on Staten 
Island, a visitor who had come to see a patient 
was injured on her way out of the hospital, by 
slipping and falling due to soapy water. The por. 
ter testified at the trial that he had mopped the 
floor with a solution of water and soap powder; 
that the linoleum covering was 8 to 10 years old 


~ and torn in parts. An expert in linoleum who was 


called to give his opinion said that the condition 
of the linoleum, under these circumstances, was 
a competent producing cause for the slimy con- 
dition at the time of the accident. Damages were 
therefore awarded to the injured person by the 
court.*® 


It is a common practice in hospitals both to 
wash and wax or polish floors. Non-slip floor 
preparations are now replacing most of these sub- 
stances. Any floor may be slippery when wet, but 
the hospital is not liable for accidents which are 
caused while the process of cleaning the floor is 
going on. No better method has been devised by 
man for cleaning floors than the use of water and 
some soapy preparation.** However, if the floor 
is left in a wet and soapy condition by the porter 
and an accident occurs through slipping, the hos- 
pital may be held liable.** 


Other accidents to visitors are due to tripping 
over obstacles such as mops, ‘buckets, and other 
apparatus which are left on the floor where per- 
sons are apt to walk. Strangers are sometimes 
caught in elevator doors, or in revolving doors. 
Falls also occur as a result of snow or ice at the 
approaches or entrances to the hospital. In most 
of these cases, it may be both a question of law 
and fact as to whether the particular condition 
responsible for the accident constituted legal neg- 
ligence. There can be no general rule for all 
cases. 

Injuries to Hospital Employees 


Another class of persons who sometimes sus- 
tain personal injuries are employees of the hos- 
pital. By occupation, the greatest frequency is 
among student nurses. The most expensive of 
these injuries from a compensation viewpoint are 
those sustained in lifting patients and those due 
to burns in using the sterilizer. 


Employees may not sue for damages, but they 
are entitled to workmen’s compensation without 
regard to fault. The right to sue the employer 
for negligence was abolished in 1928 when the 
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Workmen’s Compensation Law brought these oc- 
cupations within the law and made compensation 
insurance compulsory.** Those engaged in teach- 
ing and non-manual capacities in the hospital are 
not covered by the law, but the statute gives the 
hospital the option of bringing these employees 
within the coverage of compensation by specifi- 
cally securing compensation insurance for them. 
The workers are then bound by the compensation 
act unless they notify the employer and the in- 
dustrial commissioner that they elect to come out- 
side the scope of the statute.*® 


Special duty nurses are not hospital employees, 
strictly speaking, because they are paid directly 
by the patient, although usually through the office 
of the hospital. These nurses should not be car- 
ried on the hospital payroll. They need not in 
that event be included in compensation coverage 
and may sue the hospital like any other visitor 
at the institution. 


An example of a case where one not strictly an 
employee came within the purview of the com- 
pensation act was that of an intern or junior 
house physician. The claimant had performed a 
necropsy at the direction of the superintendent 
and was sewing up the corpse when the needle 
slipped and punctured his finger. Blood poisoning 
followed. It was held that although the business 
was not conducted for gain and consequently not 
within the law, the law would be applied to the 
same extent as if gain rather than benevolence 
inspired its activities, because the hospital and its 
employees had elected to come under the provi- 
sions of the law. A distinction was drawn in the 
case, however, between the position of a visiting 
or consulting physician and that of an intern who 
has placed his time and service at the call of a 
superior. The intern is under a duty to spend his 
days and nights at the hospital, and to render any 
service, administrative or medical, exacted by the 


hospital through its administrative agents, within 
the range prescribed by propriety and custom. 
He is a servant or employee by every test of per- 
manence of duty, of intimacy of contact, and of 
fullness of subjection.*° 


Occupational diseases play their part in caus- 
ing disability among hospital employees. These 
are now all included within the scope of the 
Workmen’s Compensation Law." 


1Schloendorff v. New York Hospital, 211 N. Y. 125. 

2Schloendorff v. New York Hospital, supra 

*Ward v. St. Vincent’s Hospital, 78 An. Div. 317; Cunning- 
ham v. Sheltering Arms, 135 App. Div. 178. 

*Kampos v. Crown Heights Hospital, aw York Law Journal, 
June 19, 1937, p. 3111, App. Div. 2nd Dep 

5Renouf v. N. Y. Central RK. BB. Co., 254 Fe Y. 349. 

®Joel v. Woman’s Hospital, 89 Hun. (N. Y.) 73, 35 N. = > 37. 

7Collins v. N. Y. Post Graduate Medical School, 69 N. . 106. 

8Schloendorff v. New York Hospital, supra. 

*Schloendorff v. New York Hospital, supra. 

*Herriot’s om v. Ross, 12 Clark & F, 507, 8 Eng. Re- 
prints, 1508, 1510. 

lHorden v. _ Army, 199 N. Y. 233. 

12Phillips v. Buffalo General Hospital, 239 N. Y. 188. 

18Phillips v. Buffalo General Hospital, supra. 

4Schloendorff v. New York Hospital, supra. 

%People ex rel. New York Institution for Blind v. Fitch, 154 
N. Y. 14; Corbett v. St. Vincent’s Industrial School, 70 App. Div. 
334; aff’d. 177 N. Y. 16. 

s ’Van a v. Manhattan Eye and Ear Hospital, 15 N. Y. 
upp 
Beople v. Purdy, 58 Hun. 386, 12 N. Y. S. 307; aff’d 126 N. Y. 


18Schloendorff v. New York Hospital, ; x: 

“Harris v. Woman’s Hospital, 27 Abb. N. Cases (N. Y.) 37. 

20240 N. Y. 328. 

2Witty v. a « Maternity Hospital, N. Y. Law Journal, 
1935, City Court, 1 . Y. County, Keller, 

22154 Misc. 71, 

283McCormack ¥. Jewish Hospital of Brooklyn, 283 N. Y. S. 737, 
App. Div. 2nd Dep 

*Honigman v. — Hospital, City Court, Bronx County, 
Evans, J., N. Y. Law Journal, Nov. 30, 1935. 

%Sheehan v. North ig Community Hospital, 273 N. Y. 
163, affirming 289 N. Y. S. 756 

#Bergma n v. Sydenham Hospital, N. Y. Law Journal, Apr. 
28, 1937, p. 2113, Shientag, J. 

*Roche v. St. John’s Riverside Hospital, 96 Mise. 292, aff’d 
176 APD. Div. 885. 

Wilson ‘ -_ Homeopathic Hospital, 97 App. Div. 32, 
89 N. Y. 8. 

2Daniele, = admr. v. Missionary Sisters of Sacred Heart 
Conducting Columbus Hospital Extension, Sup. Court, Bronx 
Co., Spec. Term, Part I, Koch, J., N. Y. Law Journal, p. 436, 
Aug. 19, 1937. 

*Schloendorff v. New York Hospital, supra 

%1Kellogg v. Church Charity Foundation, 203 N. Y. 191. 

*®Horden v. Salvation Army, 199 N. Y. 233. 

33Van Ingen v. Jewish Hospital of Brooklyn, 169 N. Y. S. 412. 

*Sheehan v. North County Community Hospital, supra. 

%*Johnsen v. Staten Island Hospital, Inc., 271 N. Y. Ea 

%*Samuels v. Terry, 227 App. Div. 68, aff'd 253 N. 593. 

sShearod v. 41 St. & Park Ave. Corp., 254 N. Y. es. 

33Workmen’s Compensation Law, sec. 3, sub. 1, group 18. 

29Workmen’s Compensation Law, sec. 3, sub. t group 19. 

“Matter of Bernstein v. Beth Israel Hospital, a N. Y. 268. 

41Workmen’s Compensation Law, sec. 3, sub. 1, group 20, sub. 
2, pars. 1-28. 





Dr. Albert W. Buck Goes to the Charlotte 


Hungerford Hospital 
Dr. Albert W. Buck, for the past 12 years gen- 
eral superintendent of the New Haven Hospital, 
New Haven, Connecticut, has accepted the super- 
intendency of the Charlotte Hungerford Hospital, 
Torrington, Connecticut, effective January 1. 


_Dr. Buck succeeds Dr. Allan Craig, who re- 
signed October 1 to accept the superintendency of 
the Eastern Maine General Hospital, Bangor. 


Dr. Buck is a graduate of Bates College and re- 
ceived his Ph.D. degree from Yale University. 


December, 1937 


He was engaged in Public Health Administration 
for ten years, eight of which were spent in Eu- 
rope, chiefly in France and the Balkan countries. 
He returned to the United States, and became an 
assistant to the director of Johns Hopkins Hos- 
pital. In 1926 he was appointed superintendent 
of New Haven Hospital. 


He has been president of the Connecticut Hos- 
pital Association and has served as president of 
the New England Hospital Association and vice- 
president of the American Hospital Association. 
He is a fellow of the American College of Hospital 
Administrators. 





The Front Office of the Hospital 


LEE C. GAMMILL, Little Rock, Arkansas 


lasting value, and that the front offive 

strikes the keynote of the whole hospital. 
Since the front office represents the fundamental 
tone of the whole institution, this first contact 
with the hospital is all-important. 


fi LL are agreed that first impressions are of 


The hospital ministers to those who are in need 
of physical healing, but it must also be recognized 
that there is always more or less emotional upset 
among relatives, friends, and patients themselves. 
Consequently it is of the utmost importance to 
meet patrons of the hospital with tact, courtesy, 
kindliness, and a sympathetic understanding. 


Then, too, the hospital doors are open to rich 
and poor alike, the intelligent and the ignorant, 
and it is necessary to try to understand the needs 
of each and to try to meet the needs of each as 
they enter the hospital. 


Clerk or Hostess 


Whether clerk or hostess, the individual at the 
information desk must be of the considerate, 
thoughtful type, performing the duties with gen- 
uine courtesy and helpfulness. This individual by 
a quiet cheerful manner can do much to inspire 
confidence and alleviate the fear which seems to 
possess many on entering a hospital. 


Even the appearance of the clerk or hostess has 
a real bearing on the situation, and a great deal 
could be said along this line. 


As to whether the clerk or hostess is preferable 
at the information desk, I would say that a clerk 
who is familiar with hospital routine would per- 
haps be more efficient than a hostess whose only 
contact with the hospital is the information desk. 
A clerk, too, can always assist with other work 
when not engaged in giving information. This 
means a saving, always desirable in a hospital. 


In regard to controlling visitors, I would say 
that this is a matter demanding the utmost tact. 
Relatives and friends are often anxious and dis- 
turbed, and great consideration should be shown 
them, at the same time having due regard for the 
welfare of the patient and others sick in the hos- 
pital. The casual visitor, of course, will usually 
obey without question the rules and regulations 


Presented before the American College of Surgeons Hospital 
Standardization Conference, Chicago, October 28, 1937. 
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The Author 


@ Lee C. Gammill is the Administrator of 
the Baptist State Hospital, one of the leading 
institutions in Little Rock. 





of the hospital when they are called to his atten- 
tion in a courteous way. 


The giving out of information concerning the 
condition of a patient means a great deal to the 
patient and often to the hospital as well. Of 
course, when a patient is very ill there are numer- 
ous calls for information concerning his condition. 
As to the report given out, the wishes of the 
patient and his family must be paramount. If the 
information desk must give this report of the con- 
dition of the patient, then definite, correct infor- 
mation should reach the desk from routine accred- 
ited source. 


All inquiries from reporters, lawyers, adjusters, 
etc., are referred to the superintendent or as- 
sistant. 


Physical Features of the Front Office 


The physical features of the front office make 
their impression on all who enter. An interior 
well furnished, with soft coloring, is restful to the 
senses. I have in mind a hospital entrance in 
which the coloring is pleasing to the eye, the fur- 
nishings tasteful. But what attracts immediate 
attention are two large oil paintings of incidents 
in the life of the Great Physician. To my mind 
they lend a dignity, a beauty, a peace, that nothing 
else could give. 


The arrangement of the executive and business 
offices should be approximate to the main entrance 
and designed to harmonize with the interior, 
easily located by the public so that service may be 
expedited. 


Also, the front office ensemble should carry the 
business of the hospital without an unseemly con- 
gregation of waiting people, especially of hospital 
personnel. 


The patient will be most benefited by arranging 
the physical features of the front office by the 
location and appointments of the admission office. 
The patient also depends on the front office for 
information, mail, telegrams, and packages, the 
safeguarding of valuables, for educational facili- 
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ties such as pamphlets, books, etc., and the office 
arrangements for the payment of hospital ac- 
counts. 

In closing, it seems indicated to reemphasize 
the need for prompt contact, courtesy, kindness, 


and consideration for all who enter the hospital. 
Efficiency will best be demonstrated, and the com- 
plete confidence of our patients and public, so 
essential, will be given us in direct proportion to 
our efforts in the front office. 





Applications Received for Institutional Membership 
From August 24 to November 22, 1937 


Arkansas 
Julia Chester Hospital 


California 
Watsonville Hospital 


Delaware 
Beebe Hospital 


Florida 
Dade County Hospital 
Lake County Medical Center, Inc 


Georgia 
Telfair Hospital 


Harvard 
Moline 


Harvard Community Hospital 
Moline Public Hospital 


Indiana 
Richmond State Hospital 
Sunnyside Sanatorium 


Richmond 
Oaklandon 


Kansas 


St. John’s Hospital Salina 


Kentucky 
Lebanon 
Covington 


Baute Infirmary 
St. Elizabeth Hospital 


Maryland 
Associated Hospital Service of Baltimore, Inc. 
Baltimore 


Massachusetts 
Adams House (Nervine) ..Jamaica Plain, Boston 
Fairlawn Hospital Worcester 
Massachusetts Memorial Hospitals Boston 
Ring Sanatorium and Hospital. Arlington Heights 
St. Luke’s Hospital Middleboro 


Michigan 
William Crispe Hospital 
Grosse Pointe Hospital 
Sunnybrook Hospital 


Plainwell 
Detroit 
Royal Oak 


December, 1937 


Missouri 


Louise G. Wallace Hospital Lebanon 


New Jersey 
Children’s Country Home 
Fairview Sanatorium New Lisbon 


Millville Hospital Millville 
Orthopaedic Hospital and Dispensary... .Trenton 


Westfield 


New Mexico 
Grant County Hospital 


New York 
Hospital of the Holy Family 
Medical Arts Center Hospital 
Midtown Hospital 
Moses-Ludington Hospital 
St. Luke’s Hospital 


Pennsylvania 
Butler County Memorial Hospital 
Carbondale General Hospital 
Latrobe Hospital 
Quakertown Hospital 
West Side Sanitarium 


Silver City 


Brooklyn 
New York 
New York 

Ticonderoga 
New York 


Medical Professional Hospital. ...Corpus Christi 


Vermont 
Gifford Memorial Hospital 

Virginia 
George Ben Johnston Hospital 


Randolph 


Abingdon 


Washington 
Providence Hospital 
St. Ignatius Hospital 
St. Joseph’s Hospital 
St. Luke’s Hospital 
St. Peter’s Hospital 


Everett 
Colfax 
Tacoma 
Spokane 
Olympia 


West Virginia 


Associated Hospitals, Inc Bluefield 


Wyoming 


Bishop Randall Hospital Lander 
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California 


Butler, William P., secy. and mgr., San Jose Hos- 


pital, San Jose 
Lacy, Josephine C., R.N., supt., Pottenger Sana- 
torium and Clinic, Monrovia 


Colorado 


Cyril, Sister Mary, R.N., supt. nrs., Glockner San- 

' atorium and Hospital, Colorado Springs 

Kaufman, Charles J., M.D., med. dir., National 
Jewish Hospital, Denver 

Musser, June, R.N., supt., Western Slope Hospital, 
Delta 

Teresa, Sister Jane, R.N., supt., St. Mary Hos- 


pital, Pueblo 
Wilkinson, Mrs. Linnie A., supt. and owner, Colo- 
rado Hospital, Canon City 


Connecticut 


Oddy, Edith M., R.N., supt., Milford Hospital, Mil- 
ford 


Illinois 


Berenice, Sister, R.N., supt., Lewis Memorial Ma- 
ternity Hospital, Chicago 

Frank, W. W., M.D., med. dir., Hinsdale Sanita- 
rium and Hospital, Hinsdale 

Sims, Stanley L., supt., Iroquois Hospital, Wat- 
seka 


Iowa 


Nye, Russell C., State University of*Iowa Hospi- 
tals, Iowa City 
Smith, Rev. Edward J., diocesan dir., Sioux City 


Diocese, Sioux City 


Louisiana 


Regina, Sister, R.N., superior, U.S. Marine Hos- 
pital, Carville 


Maine 


Adams, Lester, M.D., supt., Western Maine Sana- 
torium, Greenwood Mountain 


Massachusetts 


Chapin, John N., trustee, Faulkner Hospital, Ja- 
maica Plain, Boston 

Delano, Arthur D., secy., bd. tr., St. Luke’s Hos- 
pital, New Bedford 

DeNiord, A. Bernice, supt., Milton Hospital and 
Convalescent Home, Milton 

Lord, Edward C., treas., Clinton Hospital, Clinton 


98 


Applications Received for Personal Membership 









Rix, Myrtle E., in chg. outpatient dept., Boston 
City Hospital, Boston 

Wells, C. McGregory, Jr., vice chrmn., bd. mgrs., 
Harrington Memorial Hospital, Southbridge 


Michigan 


Fausey, Glen W., supt., Pontiac General Hospital, 
Pontiac 
Prendergast, John J., M.D., med. dir., Chrysler 


Corporation, Detroit 
Willis, H. S., M.D., supt., Wm. H. Maybury Sana- 
torium, Northville 


Minnesota 


Broadie, T. E., M.D., supt., Ancker Hospital, St. 
Paul 


Missouri 


Alphonsus, Sister M., R.N., supt., St. John’s Hos- 
pital, Joplin 

Brandon, W. L., M.D., med. dir. and owner, Bran- 
don Hospital, Poplar Bluff 

Eulalia, Sister Mary, R.N., supt., St. Mary’s Hos- 
pital, Kansas City 

Hampton, Henry E., M.D., med. dir., Homer G. 
Phillips Hospital, St. Louis 

Perry, Eugene B., M.D., med. supt., Wheatley- 
Provident Hospital, Kansas City 

Regina, Sister, superior, St. Vincent’s Hospital, 
Kansas City 

Vulgan, Brother, supt., Alexian Brothers Hospi- 
tal, St. Louis 


Montana 


Pascal, Sister, R.N., supt., St. Patrick Hospital, 
Missoula 


New Hampshire 


Fuller, Carl S., trustee, Elliot Hospital, Manches- 
Smith, Harry C., manag. dir., Lucy Hastings Hos- 
pital, Manchester 


New Jersey 


MacLeod, W. Malcolm, supt., Elizabeth General 


Hospital, Elizabeth 


New York 


Barron, Lester M., administr. intern, Grasslands 
Hospital, Valhalla 

Brodsky, William P., supt., Medical Arts Center 

Hospital, New York 
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Chandler, Iteena M., inst. insp., Department of 
Hospitals, New York 

Christopher, Harry W., asst. supt., Kings County 
Hospital, Brooklyn 

Davis, George L., asst. supt., Neurological Insti- 
tute of New York, New York 

Foss, B. E., asst. supt., Norwegian Lutheran Dea- 
conesses’ Home and Hospital, Brooklyn 

Frankfurth, V. L., M.D., asst. supt., N. Y. Medical 
College and Flower Hospital, New York 

Hayt, Emanuel, attorney, Association of Private 
Hospitals, Inc., New York 

Hils, Rudolf G., asst. supt., Buffalo General Hos- 
pital, Buffalo 

Hutchinson, Leon J., supt., Woman’s Relief Corps 
Home, Oxford 

Kalman, Manuel, M.D., night supt., Kings County 
Hospital, Brooklyn 

Lifshutz, Emanuel, M.D., dep. med. supt., Kings 
County Hospital, Brooklyn 

McCurdy, Mrs. Mercy, libr., New York Hospital, 
Westchester Division, White Plains 

Moe, June, R.N., supt., Oneida City Hospital, 
Oneida 

Morris, Mary Elizabeth, R.N., supt., Utica Gen- 
eral Hospital, Utica 

Parks, Nellie S., student hosp. administr., New 
York : 

Sprickman, Harriet L., R.N., supt., Buffalo Eye 
and Ear Infirmary and Wettlaufer Clinic, Inc., 
Buffalo 


Ohio 

Bosquet, Frank, asst. supt., City Hospital, Cleve- 
land 

Driscoll, E. P., City Hospital, Cleveland 

Hunston, Thos. J., City Hospital, Cleveland 

Lincke, E. J., supt. and fin. dir., Alliance City Hos- 
pital, Alliance 

Martin, Maynard W., M.D., asst. supt., City Hos- 
pital, Cleveland 

Stephens, Graham F., Christ Hospital, Cincinnati 


Oregon 


Ferguson, Almira A., pres., Hood River Hospital, 
Hood River 

McDonald, Rufina, R.N., adm. nurse, Doernbecher 
Memorial Hospital for Children, Portland 

Prove, Mrs. Blossom C., R.N., supt., Corvallis Gen- 
eral Hospital, Corvallis 

Wilcox, Olive L., R.N., supt., Forest Grove Gen- 
eral Hospital, Forest Grove 


Pennsylvania 
Fink, Rt. Rev. Msgr. Leo G., dir. and treas., Sa- 
cred Heart Hospital, Allentown 
Fink, Paul P., dir. and treas., Sacred Heart Hos- 
pital, Norristown 


December, 1937 


Gault, John S., asst. supt., Philadelphia General 
Hospital, Philadelphia 

Keyser, Herbert, supt., Carbondale General Hos- 
pital, Carbondale 

Righter, Walter W. N., supt., Presbyterian Hos- 
pital, Philadelphia 

Watkins, Harvey M., M.D., supt., Polk State 
School, Polk 


Rhode Island 
Briggs, A. S., M.D., asst. supt., Rhode Island Hos- 
pital, Providence 


Tennessee 
Sloo, Elizabeth, R.N., supt., Protestant Hospital, 
Nashville 
Virginia 
Hudson, A. Edward A., administr., Waynesboro 
General Hospital, Waynesboro 
Williams, John Bell, dir., McGuire Clinic, St. 
Luke’s Hospital, Richmond 


Washington 

Bronsema, Henrietta, R.N., supt., Maynard Hos- 
pital, Seattle 

Canning, Chas. M., M.D., supt., Ione Hospital, Ione 

Forth, Fannie, R.N., supt., Deaconess Hospital, 
Spokane 

Gilbert, Gordon W., administr., Maynard Hospital, 
Seattle 

Graves, Marjorie A., R.N., supt., Port Angeles 
General Hospital, Port Angeles 

Keller, W. N., M.D., supt., Western State Hos- 
pital, Fort Steilacoom 


Canada 
Buck, Marjorie, supt., Norfolk General Hospital, 
Simcoe, Ontario 
Gibson, Clarence C., steward, Regina General Hos- 
pital, Regina, Sask. 
Rose of Viterbo, Sister, supt., St. John of God 
Hospital, Montreal, P. Q. 


South America 


Suarez, Luis Alf., Department of Public Health, 
Caracas, Venezuela 


Applications for Life Membership 


Hamilton, James A., supt., City Hospital, Cleve- 
land 

Hartman, Gerhard, act. exec. secy., American 
College of Hospital Administrators, Chicago 

Munger, Claude W., M.D., dir., St. Luke’s Hospital, 
New York 

Slover, William P., supt., Norwegian-American 
Hospital, Chicago 





Legal Decisions of Interest to Hospitals 


OTES upon court decisions which affect hos- 
pitals, or where the hospital was a party 
to the litigation. 

Recent Cases 
Liability of Municipal Hospital for Negligence 


City of Dallas v. Smith, 107 S.W.(2) 872, re- 
versing Smith v. City of Dallas, 78 S.W.(2) 301. 

This was an action by husband and wife against 
the City of Dallas for damages on account of the 
death of plaintiff’s daughter, allegedly caused by 
the negligence of employees of Parkland Hospital, 
owned and operated by the city. 


This case is made to turn upon the question 
whether the city, in operating Parkland Hospital, 
was exercising a governmental power, or a pro- 
prietary power. If the city was functioning in 
purely a governmental capacity then it could not 
be held liable for the negligent acts of its em- 
ployees in the hospital. 


It appeared that the State of Texas had empow- 
ered cities to enact rules and regulations designed 
to protect public health, including the establish- 
ment and maintenance of hospitals. The power 
to protect the health, safety or morals of the peo- 
ple is known as the “police power,” a purely gov- 
ernmental power. Thus, a city, by its exercise of 
powers delegated to it to protect the public health, 
would be acting for all the people and therefore, 
would be exercising a governmental power as dis- 
tinguished from a proprietary power. The law is 
well settled that where a city, under its charter, 
or under the state laws, establishes a hospital, it 
is not responsible to persons who are injured as 
a result of the negligence of its agents and em- 
ployees in the hospital. 


In Gartman et ux. Vv. City of McAllen, 107 S.W. 
(2) 879, a similar question was presented to the 
Texas court. It was here held that a city was not 
liable for the negligence of its employees in oper- 
ating a hospital voluntarily, for in so doing the 
city was acting in a governmental and not in a 
proprietary sense. 

te eos 
Liability of Municipal Hospital for Negligence 


Bush v. Board of Managers of Binghamton 
City Hospital, et al., 251 App. Div. 601, 297 N.Y.S. 
991. 


This action was begun by R. A. Bush in the 
capacity of administrator of the estate of Leila 
V. Bush, his wife, against the Board and George 
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@. Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








S. Lape. The complaint was dismissed as to Lape. 
However, plaintiff had a verdict and judgment 
as to the Board. Upon this appeal an order of 
reversal was entered and the case was remanded 
for a new trial. 


It appeared that plaintiff’s wife and child had 
been admitted to the hospital to be treated for 
measles. Both were pay patients. Upon admis- 
sion the patients were placed in isolation. Later, 
the mother allegedly contracted diphtheria and 
died. It was unquestioned that the hospital was 
conducted only for charitable purposes. 


Medical testimony was received upon the trial 
to show that the building in which the deceased 
had been placed was suitable and safe for use as 
an isolation unit. Other medical testimony was 
to the effect that plaintiff’s wife did not have 
diphtheria. 


One of the questions raised upon this appeal 
was whether defendant should be exempt from 
liability upon the ground that in operating the 
hospital it was exercising a governmental func- 
tion. The rule in New York is that the municipal- 
ity itself is exempt, but, its agencies are not ex- 
empt. Thus, defendant being an agency of the 
city, was not exempt from liability. Another 
question dealt with -the charitable nature of the 
defendant. It was contended that defendant was 
an eleemosynary institution and not liable on that 
account. But, since the decision in Sheehan V. 
North Country Community Hospital, 273 N. Y. 
580, 7 N.E.(2) 701, it has been the law of New 
York that a hospital is not exempt from liability 
on the ground that it is operated as a purely char- 
itable venture. 


The court disposed of the case on the question 
of negligence, holding, in the following language, 
that there had not been sufficient proof of negli- 
gence, and that there had not been satisfactory 
proof that plaintiff’s wife actually had diphtheria: 
“While plaintiff’s witnesses asserted that the 
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equipment was not ‘Standard,’ there is no testi- 
mony disputing the evidence of defendant’s wit- 
nesses that the equipment and methods employed 
were safe and suitable. For this reason and upon 
the facts presented, the verdict was erroneous and 
the judgment should not stand.” Again the court 
said: “The undisputed proof is that when anti- 
toxin was administered decedent did not react 
thereto, thus clearly indicating that she was not 
suffering from diphtheria. The proof is also un- 
disputed that the laboratory test could not disclose 
microscopically whether the germ culture was 
that of diphtheria or pseudodiphtheria.” 


a 


Liability of Charitable Hospital for Negligence 


England v. Hospital of the Good Samaritan, 70 
P.(2) 692. 


This action was begun to recover damages for 
injuries caused by a hot water bottle which had 
been placed upon the plaintiff’s body. This case 
had been tried once and the court had directed a 
verdict in favor of the defendant. An appeal was 
taken and the order was reversed by the District 
Court of Appeal, Second District of California. 
Upon the second trial the jury found the issues 
in favor of the defendant, and the trial court en- 
tered an order allowing plaintiff’s motion for a 
new trial. From that order defendant takes this 
appeal. 


Plaintiff requested the giving of certain instruc- 
tions to the jury. This court held, first, that an 
instruction should have been given for the plain- 
tiff to the effect that the defense of nonliability 
because of the charitable character of the hospital 
was not available to the defendant if the patient 
had paid the customary charges, and if the patient 
had no knowledge or belief that the hospital was 
a charitable institution. Thus, this case brings 
something new to the law. Liability seems to be 
made to depend on whether (1) plaintiff is a pay 
patient (not the accepted test in a majority of 
jurisdictions), and, (2) whether plaintiff knew he 
was dealing with a charitable hospital (a test 
which is, to say the least, immaterial under the 
issues of the ordinary action for negligence). 


The court went further and held that plaintiff 
was entitled to an instruction that the hospital 


has the burden of proof, by a preponderance of’ 


the evidence, that it is a charitable institution. 
Generally, a hospital must plead the fact of its being 
a charitable organization. But, where a plaintiff 
alleges that a hospital is conducted for profit, as 
a material part of his cause of action, he must, 
under the accepted rules of evidence, sustain the 
burden of proof on that allegation. The court 
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seems to have grasped only part of the law apphi- 
cable to this case. 


California charitable institutions should feel 
some apprehension about the recent decisions of 
the courts of that state. Judicial expression there 
seems to be directed to the imposition of liability 
upon charitable hospitals. The inclination is at 
least in that direction. Impetus to the feeling that 
charitable hospitals should not be exempt from 
liability on account of negligence has been given 
by the decision of a court of respectable authority, 
the Court of Appeals of New York, in Sheehan v. 
North Country Community Hospital, 273 N. Y. 
580, 7 N.E.(2) 701. There is little doubt that the 
future will bring more encroachments upon the 
rule of exemption from liability. 


Liability of Charitable Hospital for Negligence 


Duncan, Adm’r v. Nebraska Sanitarium & 
Benevolent Association, 92 Neb. 162, 187 N.W. 
1120. 


The plaintiff sued in the capacity of administra- 
tor for the estate of Sadie Duncan who, while a 
pay patient in the defendant hospital, committed 
suicide during the absence of a nurse. Defendant, 
being a charitable organization, raised the defense 
of exemption from liability for negligence by an 
appropriate plea. However, plaintiff was award- 
ed a judgment which was reversed upon the 
ground that the trial court should have ordered 
a preemptory instruction in favor of the de- 
fendant. 


The trial court gave this instruction: “You are 
instructed that if .. . Sadie Duncan was in any 
sense a charitable patient, or, . . . a beneficiary 
of any bounty at the hands of the defendant, and 
the amount paid does not make full pecuniary 
compensation for the services rendered, then the 
deceased’s representative, . . . cannot recover, and 
your verdict must be for the defendant. On the 
other hand, if you find from the evidence that the 
deceased was received as a pay patient on full 
pay, full pecuniary compensation, and without be- 
ing the recipient of any charity or bounty at the 
hands of the defendant, then the defendant would 
be liable for any negligence of its agents or serv- 
ants which proximately contributed to the de- 
ceased’s death.” It will be noted that this instruc- 
tion contains two propositions of law. The one 
relating to charitable hospitals is correet—gener- 
ally, a charitable hospital is not liable to a patient 
for the negligence of a nurse. But the second 
proposition of law is not good law in that it allows 
the jury to find in favor of the plaintiff if the 
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PHYSICIANS... HOSPITAL ADMINISTRATORS... 


GRADUATE NURSES... 


DIETITIANS... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 


The time has come again to sit and chat with you. . . 


come to them with smiles to learn and lick the jobs 
they’d give. 


What could be saner, finer? We find the finest 
people in the land: spunky, eager folks, smart and 


The only thing we’d like to talk about is you, and 
only you, if you should feel that we can help you 
find the job you’ve yearned to find . . . a thousand 
times. 


We’ve many opportunities while you have few or 
none to find if all the wishes in your mind and all 
the turmoil in your thoughts can ever end in a super 
job you’d love. 


You see we deal in people; for years our task has 
been to find the round holes for round Pegs and 
square holes for square Pegs... until we’ve learned 
to fit them close as that. 


Then men and women with jobs to fill, with ideals 
in their minds, too, they come to tell us they want 
nurses, physicians, every kind of professional help 

. . need spirited, eager, anxious folks who would 


kind and lovable . . . and never stop until we find 
the jobs they’d love, the job they’d lick; square 
hole, square Peg; round hole, round Peg. 


It takes a deal of hunting; takes lifetimes of try- 
ing, knowing how; takes an understanding that is 
our greatest pride ... to find the men and women, 
to find the jobs, where each belongs to the other 
and never a doubt of that, never a doubt of that. 


If you want a job you’d Jove ... if you’ve a square 
job for square Peg, a round one for a round Peg 
... | wonder if you’d think of us, I wonder if you’d 
write. 
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plaintiff is a paying patient. In the language of 
the court: “A charitable institution conducting a 
hospital does not, by accepting compensation from 
a patient who is able to pay for room, board, and 
care, incur liability to such patient for the negli- 
gence of nurses.” 


It is the general rule that payment or non-pay- 
ment of compensation, for services has no bear- 
ing upon the liability of a charitable hospital—if 
it is exempt under the law of the state then a 
patient may not recover for the negligence of hos- 
pital employees regardless of his classification. 
The reason for this rule is both plain and practi- 
cal: any revenue from patients goes to further the 
maintenance of the hospital as a charitable insti- 
tution. 


It appeared that the patient here had been ac- 
cepted under a verbal agreement, in consideration 
of the payment of $45.00 per week, to give her 
necessary medical attention and to furnish a 
trained nurse to be in constant attendance upon 
her. Therefore, it was contended that defendant 
should be held liable for its breach of the contract 
in failing to keep a nurse in constant attendance. 


Now, it is everywhere recognized that a cause 
of action which seeks to recover damages for 
negligently causing the death of a person is per- 
mitted by virtue of a positive legislative enact- 
ment, and is based upon tort, not upon breach of 
contract. Therefore, the cause of action here, 
seeking as it did, damages for negligently causing 
the death of plaintiff’s intestate, was based purely 
upon tort, and not upon a breach of defendant’s 
contract to furnish medical and nursing service, 
and as a result, the rules of law applicable to ac- 
tions for negligence controlled recovery. 


The rule announced by this court is, of course, 
not to be confused with that rule which allows 
recovery against a charity for breach of a con- 
tract, say for the purchase of supplies. In such 
case the charity would be liable, for there would 
be no thought of attempting a recovery for negli- 
gence, the cause of action being governed solely 
by rules of law applicable to contract actions. 


Liability of Private Hospital 


Broz. Adm’x V. Omaha Maternity & General 
Hospital Association, 96 Neb. 648, 148 N.W. 575. 


Plaintiff sued as the administratrix of the estate 
of a deceased patient to recover damages from the 
hospital for its negligence in permitting the pa- 
tient to take a poison which is alleged to have 
caused his death. Defendant association was or- 
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ganized to conduct its hospital for private gain, 
and decedent had been admitted as a paying pa- 
tient. At the time of admission the hospital knew 
that this patient was suffering from a mental dis- 
order which occasionally caused delirium. In the 
trial court plaintiff took a verdict of $7,000.00. 


The duty of a private hospital under such cir- 
cumstances was summarized by the court in this 
language: “The pleadings, evidence and circum- 
stances justify a finding that he was admitted to 
the hospital under an implied obligation that he 
should receive such reasonable care and attention 
for his safety as his mental and physical condition 
required. The physician employed by him did not 
relieve the hospital of responsibility for negli- 


_ gence on its part, if any. The patient was under 


the personal observation of his physician only a 
small portion of the time. In the latter’s absence 
and during emergencies he was under the care of 
the nurses and the interne who were employees 
of the hospital. Within the scope of their em- 
ployment their employer is legally responsible for 
their negligence to a patient.” 


Defendant’s counsel sought to show the court 
that defendant had not been guilty of negligence 
in permitting the patient to remain unattended. 
Of this the court said: “At night, during the ab- 
sence of the patient’s physician, it was clearly the 
duty of the hospital interne, who was a physician, 
and the nurses in charge, to give such treatment 
and attention as the emergency demanded, when 
known. Defendant was prepared for such an 
exigency. One of the purposes of a hospital in 
assuming control of a patient, for private gain, is 
to furnish promptly modern equipment, facilities 
and treatment. ... The duties which such a hos- 
pital owes to a patient are commensurate with the 
responsibilities assumed. The approved rule is 
that a patient is generally admitted to a hospital, 
conducted for private gain, under an implied obli- 
gation that he shall receive such reasonable care 
and attention for his safety as his mental and 
physical condition, if known, may require.” 


The same hospital was involved in the case of 
Wetzel, Adm’x v. Omaha Maternity & General 
Hospital Association, 96 Neb. 636, 148 N.W. 582. 
This action was brought to recover damages for 
negligently causing the death of plaintiff’s dece- 
dent. It appeared that the patient had been suf- 
fering from typhoid fever when he was admitted 
to the hospital. His room was on the third floor, 
and while the nurse was absent he opened a win- 
dow and jumped out. The jury returned a verdict 
of $5,500 for the plaintiff. It was shown that de- 
fendant knew of plaintiff’s condition in advance 
of receiving him as a patient, and that defendant 
also knew him to be delirious at times. 
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Typical H ospital Laundries 
in the East, Middle -West and 
Western states turn to the 
modern washer metal,Moneil 


ROM Atlantic to Pacific, Gulf to 
Great Lakes, hospitals having the 
good fortune to operate laundries of 
their own are experiencing the better 
fortune of operating Monel* washers. 
Examine closely the installations pic- 
tured above — have you ever seen a 
cleaner looking set-up in any laundry? 
And Monel’s unique cleanliness—aid 
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to low bacteria count—is not by any 
means its greatest contribution to the 
Hospital Laundry. For when it comes 
to costs—that’s where Monel really 
shines. 

If you want to cut operating costs to 
the bone—and what hospital doesn’t— 
check these proved places for saving 
with Monel washers: 


SPACE: Monel washers have twice 
the capacity of old-style machines—so 
handle the same load in half the space. 

OPERATING COST: Monel washers 
have twice as much open area and a 
smaller clearance between cylinder and 
shell—so use less water, less steam, less 
soap and supplies. 


UPKEEP COST: Monel is tough and 


strong, and soaps, sours and dilute 
bleaches do not corrode it—so repairs 
and replacements are negligible. Many 
Monel washers are still as serviceable 
as when new, after more than twenty 
years’ continuous service. 


Equip with Monel washers and you 
say goodbye to rust, rough spots, and 
snagged and torn garments. You save 
labor, save time, save money. For fur- 
ther information on Monel washers— 
also extractors, trucks, tables, pails and 
starching equipment, write: 

THE INTERNATIONAL NICKEL 
COMPANY, INC. 
67 WALL STREET NEW YORK, N.Y. 


*Monel is a registered trade-mark applied 
iN( to an alloy containing approximately two- 


thirds Nickel and one-third copper. This 
/MONEL\, alloy is mined, smelted, refined, rolled and 


marketed solely by International Nickel. 
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The Nebraska court affirmed the judgment ren- 
dered below and in doing so, said: “A patient is 
generally admitted to a hospital, conducted for 
private gain, under an implied obligation that he 
shall receive such reasonable care and attention 
for his safety as his mental and physical condi- 
tion, if known, may require.” It was further said: 
“Nurses necessarily have charge of delirious pa- 
tients during the absence of physicians, while the 
responsibility of the hospital continues. In the 
present case the nurse knew that the patient was 
in danger from delirium. For his protection she 
had strapped him to his bed and the patient’s 
physician had approved her act. A clinical record 
made shows that the patient was in a dazed con- 
ditions a few hours before he left his bed. Under 
the circumstances, self injury may well have been 
foreseen. The patient was left near a movable, 
unfastened, unprotected window sash in a room 
three stories above the pavement. He, in fact, 
committed an irrational act resulting in his death. 
It cannot be said, as a matter of law, that there 
was no proof of negligence on her part or on the 
part of her employer. A nurse’s absence of five 
minutes may amount to negligence.” 


From the language of this case and the one pre- 
ceding, it is apparent that the private hospital is 
held to a rather high degree of care in cases of 
this kind. The delirious patient is a serious prob- 
lem, and he should be so handled as to preclude 
an irrational act of his own which may result in 
his injury. The more serious the condition of the 
patient, the greater the precaution to be taken to 
safeguard his person. 


Liability of Private Hospital for Negligence 
Malcolm v. Evangelical Lutheran Hospital As- 
sociation, 107 Neb. 101, 185 N.W. 330. 


Plaintiff entered the defendant hospital to un- 
dergo an operation for hernia. About one-half 
hour before the operation a nurse gave him a 
hypodermic, inserting the needle into his right 
arm at a point near the elbow. Immediately plain- 
tiff complained of a severe pain which extended 
into his hand and fingers. Plaintiff again com- 
plained of the pain after the operation and upon 
regaining consciousness. His hand and arm never 
regained full efficiency of use. It appeared that 
defendant’s hospital was supported by subscrip- 
tions of stockholders and that dividends were de- 
clared on this stock. Plaintiff was a pay patient. 
A judgment for the plaintiff was affirmed. 


There could be no doubt that defendant was not 
a charitable hospital and therefore, its liability 
was certain, for the negligent acts of nurses or 
employees, committed while acting within the 
scope of their employment. Thus, the only ques- 
tion was whether the nurse had been guilty of 
negligence when she administered the hypodermic. 
The record contained testimony of attending phy- 
sicians which was to the effect that the injection 
had been carelessly made in the wrong place in 
the plaintiff’s arm. Therefore it was up to the 
jury to say whether the nurse had been negligent. 
By their verdict the jury found that she had care- 
lessly administered the hypodermic. There being 
evidence in the record to support such a finding, 
the court could not disturb the judgment and 
verdict. 





The Oklahoma State Hospital Association 


The Oklahoma State Hospital Association met 
in its annual convention in Oklahoma City, No- 
vember 3 and 4. Representatives from more than 
one hundred hospitals of Oklahoma and neighbor- 
ing states were in attendance, with a total regis- 
tration of 227. 


The president of the association, Robert L. Loy 
of the Oklahoma General Hospital, and the secre- 
tary, C. B. Hanna, of Chickasha, presented a well- 
balanced program for the convention. Included 
among the speakers were Honorable Elmer 
Thomas, U. S. Senator from Oklahoma; Robert E. 
Neff, president of the American Hospital Associa- 
tion; Dr. C. M. Pearce, state commissioner of 
public health, and Mabel Barrett, commissioner of 
charities and corrections. 


The round table discussions covered every phase 


106 


of hospital service, and attracted the attendance 
of a large representation of both hospital and lay 
people. The annual banquet was held Wednesday 
evening, with President Loy as toastmaster and 
Robert E. Neff as guest speaker. 


The officers elected for 1938 were: 


President—R. L. Loy, Oklahoma General Hos- 
pital 

Secretary—C. B. Hanna, Chickasha 

Vice-president—E. T. Olsen, M.D., Oklahoma 
City 


Board of Trustees—J. H. Rucks, Oklahoma 
City; Albert Taylor, M.D., El Reno; O. J. Col- 
wiek, M. D., Durant; Mrs. D. McNulty, Tulsa; 
Sister Baptista, Ponca City 


HOSPITALS 





not 


; or 
the 
1es- 
of 
nic. 
hy- 
‘ion 
. in 
the 
ont. 
ire- 
ing 
ng, 
and 


nee 
lay 
lay 
nd 


ma 
‘ol- 
5a; 


LS 


December, 1937 


Some Armour Standardization 
Methods 


ARMOUR THYROID 

has been standardized on the Thyroxine Iodine 
Content. 
ARMOUR PITUITARY LIQUID 
(P: reas ) 

has been standardized on the Guinea Pig Uterus 

for its Onytocie Potency. 

SOLUTION LIVER EXTRACT ARMOUR 


has been assayed on the Red Cell regeneration 
counts in true Pernicious Anaemia Cases. 





When prescribing these Glandular Products 
Specify Armour. 


We will be glad to send literature to physicians 
on request. 


Ar fe 's 
—— 


ag Be y 





The Hospital Book Shelf 


MEDICAL RECORDS IN THE HOSPITAL. Mal- 
colm T. MacEachern, M.D., C.M., D.Sc., F.A.C.P., 
F.A.C.H.A. Physicians Record Co., Chicago, 
1937. $3.00. 


The outstanding development in the professional 
service of hospitals during the last twenty years 
has been the growth and recognition of the neces- 
sity of accurate, complete and readily available 
clinical records. This improvement in service to 
the patient, to the physician and to medical science 
was conceived and fostered principally by the 
American College of Surgeons. Dr. MacEachern, 
the Director of Hospital Activities of that organ- 
ization, is easily the best qualified man to present 
the subject in an authoritative manner. 

His book covers the entire subject in a clear, 
complete and simple manner. The development 
of the medical record, training, qualifications and 
duties of the medical record librarian, securing 
the medical record, content, preservation, uses and 
legal status of the medical record—all are pre- 
sented in detail even to include such of the newer 
ideas as clinical photography and the palm print 
identification of the new born. 


The book is fully illustrated with typical forms, 
diagrams and cuts, and closes with a very compre- 
hensive list of books for the. Hospital Medical 
Library. 


An authoritative work the hospital field has 
long needed, Dr. MacEachern’s contribution can- 
not fail to be a milestone in the development of 
the proper professional service of the hospital. 


oe 
THE COST OF ADEQUATE MEDICAL CARE. By Sam- 


uel Bradbury, M.D. University of Chicago 
Press, 1937. $1.00. 


Using the Lee Jones estimate as a basis for the 
services required for each typical disease, the 
incidence of these diseases per thousand of popu- 
lation and the fee table of the Chicago Medical 
Society, Dr. Bradbury estimates the annual costs 
for a typical group of one thousand persons. 


His tables show the subdivision of these serv- 
ices according to type of medical attendant, gen- 
eral practitioner or specialist, number of hospital 
days classified as medical, surgical, obstetrical, 
nervous and mental and tuberculosis and by the 
subsidiary services, nursing, x-ray, physiotherapy 
laboratory examinations and eye glasses. 


Based on the patient’s needs and not on his 
actual utilization of existing services, it is inter- 
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esting to note that the surgical and obstetrical 
facilities in actual use are far greater in propor- 
tion to the total needed than is the case with med- 
ical facilities due to the fact that despite his need 
for hospital care the medical patient does not seek 
it. Based on actual needs medical cases should 
constitute 48.1 per cent of the total hospital days 
as compared to 37.1 per cent for surgical patients 
and 14.8 per cent for obstetrical. 


Further tables show the need for services of 
physician, hospital and nurses analyzed by. some 
19 disease classifications. 


These studies will be of distinct value in pres- 
ent effort to determine community hospital needs 
and to guide the growth of institutional facilities 
along the path of such demonstrated needs. 


—— 


THE SOCIAL WORLD. By James A. Quinn. 
J. B. Lippincott Co., 1937. $1.80. 


THE SOCIAL WORLD AND ITS _ INSTIU- 
TIONS. By James A. Quinn. J. B. Lippincott 
Co., 1937. 


The latter volume is arranged in two parts, The 
Social World and Institutions of the Social World. 
The former volume contains the first unit only 
and the introduction to the second unit. 


The books were written as a high school text in 
sociology for the schools of Ohio and as such are 
limited to a study of basic social conditions treated 
on a factual rather than on any theoretical con- 
sideration. 

= cilia cad 
BACTERIOLOGY FOR NURSES. By Mary Morse, 

A.B., M.D., and Martin Frobisher, Jr., B.S., 

D.Sce., F.A.A.A.S., 5th Ed. W. B. Launders 

Company, Philadelphia, 1937. $2.50. 


This fifth edition of a standard text has been 
revised to include new material on immunity and 
on the recent advances in our knowledge of 
staphylococcus toxins. 


—— 


PLASTER CAsTs. By Edward W. Atkinson. The 
Lewis Manufacturing Company, Walpole, Mas- 
sachusetts, 1937. Free Distribution. 


Beginning with a history of the use of various 
materials used before the discovery of plaster of 
paris (gypsum) as a splint material, the author 
goes rather fully into the chemistry and manufac- 
ture of plaster paris, methods of preparation and 
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COLGATE-PALMOLIVE-PEET C200 Goze 
4rcé NEW HOSPITAL SOAP CHART! 


Cleaning Problems 
Now Solved 
Quickly - Economically 


. no longer any need to 
worry about cleaning problems 
—no need to wonder whether or not 
you are using the right soap for each 
cleaning job. Now, guesswork is 
eliminated once and for all with this 
new, simplified Hospital Soap Chart! 

This efficient chart helps you pick 
the correct type of soap for any clean- 
ing job. It saves you money, lowers 











@ TORET SOAPS 


PAQIWSIE SOR. 
Site x08 Pan echo, 
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labor costs, cuts soap consumption 
and .. . shows you how to reduce 
your inventory to six types of soap! 
How The Chart Operates 
Every important cleaning problem 
you might encounter is listed on the 
chart. Whether you are cleaning metal 
or marble—walls, floors or wood- 
work, all you do is look on the chart 
and check the classification of the 
job with the legend at the bottom of 
the chart. You will find the correct, 
most economical soap for the job. 
Valuable Booklet, Too 
In addition we have prepared a handy 


A scied eg ay 
rere 
ontng so 


booklet that will give you all of the 
latest information on modern clean- 
ing methods. It tells you how to save 
time and money . . . how to get true 
efficiency on every cleaning job. You 
will find this booklet a valuable sup- 
plement to the soap chart. 


Bring true hospital efficiency to 
your cleaning methods this easy way. 
Just ask your Colgate-Palmolive- 
Peet representative on his next call 
for the new, free Hospital Soap Chart 
and booklet, or if you prefer, write 
us and we will have our representa- 
tive see you at the first opportunity. 


COLGATE-PALMOLIVE-PEET CO. 


t ba MUDSON |ST., JERSEY CITY, N. J. 


CUA. Col @ UD ap. ©: Vahey 
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use, cast room procedure, padding, crinoline and 
ends with a very enlightening discussion of “Cast 
Troubles,” their causes and their prevention. 


The careful detail and orderly treatment given 
by the author makes this manual a valuable one 
both for the physician and doctor using plaster 
and in the hands of nurse teaching plaster tech- 
nique. 

Phe 5 Fie 


TRANSACTIONS OF THE AMERICAN THERA- 
PEUTIC SOCIETY. Louis Faugeres Bishop, 
Jr. Editor. Published by the Society. 1936 


In addition to its report of the proceedings of 
the annual meeting of the Society, the Transac- 
tions reproduce several special papers on recent 
advances in therapy aid an interesting analysis 
of 130 prescriptions written by Sir William Osler 
during his eight years’ residence in Baltimore. 
Many of the prescriptions are reproduced in cuts 
and all are marked by their simplicity, only ten 
of the 130 calling for more than a single in- 
gredient. 


© a eaten Oana, oo 


MATERNAL CARE—The Principles of Antepar- 
tum, Intrapartum and Postpartum Care for the 
Practitioner of Obstetrics. Dr. F. L. Adair, 
Editor. University of Chicago Press. 1937. 
Cloth, $1.00; paper, 25 cents. 


This handbook has been prepared under the 
auspices of the American Committee on Maternal 
Welfare, a joint committee representing 16 na- 
tional or regional organizations interested in the 
subject. The editor has had the active collabora- 
tion of three other obstetricians of national stand- 
ing and the assistance of several others of equal 
reliability. 


As the title implies, the editors have not gone 
into the technical procedures but have given a 
very concise and clear statement of the princi- 
ples of management of obstetrical patients from 
pre-marital and pre-conceptional examinatiens 
through pregnancy and parturition to the end of 
the puerperium. Treatments are not outlined but 
danger signals and the principles of the treatment 
of normal, abnormal and complicated cases are 
outlined in simple form. The authority of the 
editors, the simplicity and clarity of the text mat- 
ter and the convenience of this pocket sized vol- 
ume should commend it not only to every practic- 
ing obstetrician but as a handbook to every ob- 
stetrical supervisor and nurse, to every public 
health nurse dealing with obstetrical cases and 
as a text for classes in obstetrical nursing. 


A labor of love, the price for the paper covered 
volume ranges from 25 cents per single copy down 
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to 15 cents in thousand lots, leaves no excuse for 
any person interested in any phase of maternity 
care failing to have this authoritative guide. 


en 


PRACTICAL PSYCHOLOGY FOR NURSES. By 
W. J. T. Kimber, L.R.C.P., D.P.M. Oxford Uni- 
versity Press. London. 1937. 3/6 


Psycholegists may take exception to a psychia- 
trist writing a book on psychology but our pres- 
ent realization of the reaction of the patient’s 
mental state on his body condition demands that 
the nurse shall study psychology and ever more 
psychology. While the author has written pri- 
marily for nurses in hospitals for the mentally 
ill it is even more important that the nurse car- 
ing for the physically ill shall have a thorough 
grounding in the principles of both normal and 
abnormal psychology. The early symptoms of 
mental disease are not so continuous nor so def- 
inite as are those of physical disease and with 
the nurse’s continuous and intimate contact with 
the patient, it is she who is in the best relation 
to observe the earliest symptoms of mental dis- 
order. 


Likewise the person who is sick in body is quite 
likely to be sick in mind though possibly to a les- 
ser-degree. Given a sound understanding of the 
principles of psychology the nurse will be better 
prepared to render such care as will contribute 
most to the patient’s well being and recovery. 


etiam 


BACTERIOLOGY OF SPECIFIC COMMUNI- 
CABLE DISEASES—HANDBOOK OF PUB- 
LIC HEALTH BACTERIOLOGY. Ed. by M.S. 
Marshall. Dept. of Public Health, San Fran- 
cisco, Calif. 1937 


This handbook has been prepared not as a 
manual of bacteriological procedure but rather to 
interpret the procedures of the public health 
laboratory to the epidemiologist, the sanitary in- 
spector, the medical man, the statistician, the 
technician and all others whose public health ac- 
tivity impinges on that of the laboratory. 


Methods of securing, preserving, and trans- 
porting specimens to the laboratory and what as- 
sistance may be expected from the laboratory re- 
ports are definitely outlined. General descriptions 
of the various diseases requiring laboratory aid 
and the procedures therefor are outlined in some 
detail. 


This pocket sized manual should prove a valu- 
able aid to all clinical laboratory and public health 
personnel. 
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It Takes a Brave Man to be a Doctor 
s 


The responsibilities medical men are heir to are not for the 
craven, the weak or the timid. Going into partnership with Nature 


is a man size job. 


We derive satisfaction from 4 own job in eliminating one of the 


manifold worries-that can beset the Doctor. 


For we have produced ready to use intravenous solutions safe for 
the veins of your patients—solutions in which you may repose your 


utter confidence ... Baxter's solutions! 


All of us can’t be Doctors. Some of us must provide the working 
tools the Doctor uses. But Doctors or Doctors’ right bowers—we 
can be faithful—sincere, we can safeguard quality and take our re- 


sponsible jobs to heart and keep the faith—your faith, Doctor! 


This thing we do—we pledge to do it. 


g 
Baxter's Intravenous Solu- Pa pes) California; and College Point, 
tions in Vacoliters are Prod- 3)’ New York. Distributed on 
ucts of Baxter Laboratories in ps Y the West Coast by Don 


- 
Glenview, Illinois; Glendale, Baxter, Inc. 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 
(oo Bb er.Uere) NEW YORK 
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News Notes 


Clara Adamski succeeds Christine Pemberton 
as superintendent of the Oconto Falls Hospital, 
Oconto Falls, Wisconsin. 


——_—_—>——_- 


Sydney J. Barnes, former superintendent of 
United Hospitals, Port Chester, New York, has ac- 
cepted the superintendency of the Holyoke Hos- 
pital, Holyoke, Massachusetts. 


Famer mE TEES 


Margaret Bower of Muncy, Pennsylvania, a 
graduate of Williamsport Hospital, has been ap- 
pointed superintendent of Corry Hospital Associ- 
ation, Corry, Pennsylvania. 


——— <> -— 


A. L. Brodie, chief clerk in the state auditor’s 
office at Springfield, Illinois, resigned to become 
the superintendent of the Frances Willard Hos- 
pital, Chicago. 

cok a Neen 

Margaret Page Fair has been elected superin- 
tendent of the Alexandria Hospital, Alexandria, 
Virginia, to succeed Fanny Carter. Miss Fair, a 
graduate of Johns Hospkins Hospital, saw service 
in the Army Nursing Corps in France, was assist- 
ant to the superintendent of Garfield Memorial 
Hospital, Washington, and for ten years was su- 
perintendent of the Chatham Private Hospital in 
New York. 

icmonsmimaa 

William A. Hacker, acting superintendent of 
the McKeesport Hospital, McKeesport, Pennsyl- 
vania, since the resignation of William M. Cox last 
April, has been elected superintendent by the 


board of directors. 
——— 


Nellie Pearl Havill, formerly connected with the 
Springfield Hospital and Training School, Spring- 
field, Illinois, has accepted the superintendency of 
the Freeman-Greene County Hospital, Linton, In- 
diana, effective December 1. 


ee 


Morris Hinenburg, M.D., has resigned as med- 
ical director and superintendent of the Denver 
Sanatorium of The Jewish Consumptives’ Relief 
Society, Spivak, Colorado, to resume his former 
position as executive director of The Jewish Hos- 
pital of Brooklyn on December 1, 1937. Dr. Hin- 
enburg was formerly assistant director at The 
Montefiore Hospital, New York City, where he 
was associated with Dr. E. M. Bluestone for more 
than seven years. 


112 


E. Beryl Hoover has been appointed superin- 
tendent of the Brookville Hospital, Brookville, 
Pennsylvania, to succeed Dorothy L. Ditty. 


a 


Elizabeth Myers has been appointed superin- 
tendent of the new Seidle Memorial Hospital, Me- 
chanicsburg, Pennsylvania, which opened Septem- 
ber 19. 


oko Sarna 


Lucile Nicholson succeeds Golden Williams as 
superintendent of the Knoxville General Hospital, 
Knoxville, Tennessee. 


Jewel Parker has resigned as superintendent of 
the Martha Washington Hospital, Fredericksburg, 
Virginia. 

: ——_~»——__——. 

Mrs. Minnie Prottinger, superintendent of the 
Huntington County Hospital, Huntington, Indi- 
ana, for the past seven years, has resigned. Mrs. 
Prottinger’s successor has not been named. 


—_—-~<>_——- 


Lewis L. Reese, M.D., executive assistant at the 
Boston City Hospital, Boston, has been named ex- 
ecutive director of the Dowling Building, which 
was opened recently. This new unit of the Boston 
City Hospital is a ten-story structure and contains 
300 surgical beds, 20 operating rooms and facili- 
ties for the admission and discharge of all patients 
for the entire hospital. 

ccnehilieeleeiile 


Frederick A. Sharp has been appointed execu- 
tive director of the White Plains Hospital, White 
Plains, New York. 

sc assets 

Flora Smith of Indianapolis, Indiana, has been 
appointed superintendent of the Lawrence County 
General Hospital, Ironton, Ohio, to succeed Anna 


Lauman. 
—__~>—_——__—- 


Mrs. Frances Wood has resigned as superin- 
tendent of the John Warner Hospital, Clinton, Il- 
linois, to enter private practice. Mrs. Wood will 
be succeeded by Claralee Cline, a surgical nurse, 
who has been on the local hospital staff for seven 
years. 

ap ere eee 

Phoenix, Arizona—The new children’s sana- 
torium of the United States Indian Service was 
opened recently. It represents an investment of 
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“= In the Eighties, the farmer’s family gave rapt 
attention as he read aloud from Dickens’ “Christ- 
mas Carol.” Today, as his grandson twists a radio 
dial, poor old Scrooge and little Tiny Tim live again. 
From printed page to air waves—the story is still a part of Christmas Day. 
Those who foresee only a dark future for their community hospitals overlook 
the enduring strength of tradition. Public support of these hospitals — before and 
beyond other “charitable enterprises” — is a permanent part of American life. 
That fact has been demonstrated for eighteen years by the consistent success of 
our specialized hospital campaigns. And in recent months, oversubscription of 
large building funds has given fresh proof that the American tradition of support- 
ing voluntary hospitals is living on. 
Consultation with your Board or Committee will be arranged without 





obligation. 


In our last four hospital campaigns con- With our direction and services, Ellis Hospital, 
cluded this fall, $2,050,000 was sought @ _ in Schenectady, sought a $700,000 building fund. 
and $2,118,000 (103%) was obtained. The campaign closed November 8 with $850,000. 
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$160,000, exclusive of furnishings. The building, 
constructed of concrete blocks cast by students of 
the Phoenix Indian School, has four wings, each 
with a 14-bed capacity. 
; 5 AA 
Brinkley, Arkansas—In the will of John Gaz- 
zola of Brinkley, Arkansas, a fund has been 
created for the construction, maintenance, and 
operation of a hospital to be built in Brinkley and 
to be under the supervision of the Sisters of Mercy 
of the Little Rock diocese. The sum of $50,000 
will be used for the construction and equipment of 
the hospital, and $50,000 will be put into govern- 
ment bonds to be used for maintenance. 
areata ces os 


Oceanside, California—Plans have been com- 
pleted for the new Oceanside Hospital, Oceanside, 
California. Though privately owned by a corpora- 
tion, the new hospital will be operated as a com- 
munity institution, there being no other hospital 
facilities available in that part of the county. 

ls hla ae 

Idaho—Governor Clark of Idaho has named the 
architectural firm of Tourtellotte & Hummel of 
Boise, Idaho, to design the proposed 50-bed tuber- 
culosis hospital for the state of Idaho. The state 
has $208,000 available for erection of the institu- 
tion of which $114,400 was appropriated by the 
legislature and $93,000 is a federal grant. The 
site has not yet been chosen. 

pe aa 

Valparaiso, Indiana—A committee of civic and 
business leaders of Valparaiso, Indiana, has been 
named to start a campaign to raise funds to pro- 
vide more adequate hospital facilities for Valpa- 
raiso. Impetus was given to the move recently 
when Bruce B. Loring, local banker, announced 
that $25,000 was available through the will of the 
late Dr. David J. Loring, who died ten years ago. 

shalt adh 

Vincennes, Indiana—Governor M. Clifford 
Townsend of Indiana dedicated the $200,000 Knox 
County Tuberculosis Hospital recently. 

praia 

Larned, Kansas—Plans are being completed for 
a new $350,000 building to be used for the crim- 
inally insane at the Larned State Hospital, Lar- 
ned, Kansas. 

ae een 

Tecumseh, Michigan—Construction has started 
on the new $50,000 hospital for Tecumseh. The 
money was raised by popular subscription, and 
when the building is completed it will be deeded to 
Tecumseh township free of indebtedness. 

th batliibactacnis 

Moose Lake, Minnesota—lIt is expected that the 
new Minnesota State Hospital at Moose Lake, 
Minnesota, will be ready for occupancy by March 
1. Additional building units will be added later as 
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future legislatures make funds available. Con. 
tracts aggregating more than $2,000,000 have 
been awarded up to the present time. 

—_—_—»p—___.. 


Silver City, New Mexico—The new Silver City 
Municipal Hospital, Silver City, New Mexico, has 
been completed recently. It was built at a cost of 
approximately $110,000. Immediately after the 
building is turned over to the city, the Grant 
County Hospital board will start moving from the 
old hospital to the new without interrupting hos- 
pital service for the community. 


——<——_ 


Brooklyn, New York—A new compact, nine- 
story Chronic Disease Pavillion will replace the 
old main building of the Kings County Hospital, 
Brooklyn, New York, which was built in 1831 and 
is being torn down. The new pavillion will con- 
tain 750 beds for patients. An appropriation of 
$2,750,000 has been made to cover the cost. 


<> 


Ilion, New York—An $80,000 addition to the 
Ilion Hospital, Ilion, New York, is being consid- 
ered by the board of directors. The proposed 
addition will add thirty beds to the present ¢a- 
pacity of the hospital. 


enmnssiilpsemesiaens 


New York City—Cornerstone-laying ceremonies 
for the new $600,000 addition to the Israel Zion 
Hospital, New York City, were held recently. 


————__—_. 
Caldwell, Ohio—The first hospital in Noble 


county will be opened in Caldwell on December 1. 
Dr. Charles F. Thompson will be the director. 


——>___ 


Torrance, Pennsylvania—The contracts for new 
construction and improvements at the Torrance 
State Hospital, covering an expenditure of $1, 
640,000 were let November 5. 


a pe 


Rapid City, South Dakota—The contractors 
officially released the new hospital for the Indians 
on November 3. It is one of the largest Indian 
Hospitals in the country. It is three stories in 
height, contains more than 150 rooms with at- 
commodations for 114 patients and costs $272,000. 


oe 


Watertown, South Dakota—Plans for the col- 
struction of a hospital for Codington county have 
been completed and it will be completed by early 
Summer, 1938. 

seat ccs 

Borger, Texas—The new Hutchinson County 
hospital, built at a cost of $65,000, has beet 
opened for the reception of patients. 
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Coming Meetings 


Association of Western Hospitals, San Fran- 
cisco, California, February 28-March 3, 1938 


Massachusetts Hospital Association, Boston, 
March 9 


New England Hospital Association, Boston, 
March 10-12 


Ohio Hospital Association, Columbus, April 
5-7, 1938 


Georgia Hospital Association, Birmingham, 
April 


Ohio Hospital Association, Columbus, April 5-7 


South Carolina Hospital Association, Columbia, 
April 11 


Alabama Hospital Association, Birmingham, 
April 8 


Texas Hospital Association, Houston, April 


Florida Hospital Association, Birmingham, AI- 
abama, second week of April 


Mississippi State Hospital Association, Jack- 
son, April 18 


Mid-West Hospital Association, Kansas City, 
April 21-22 


Iowa Hospital Association, Burlington, April 
25-27 


Hospital Association of Pennsylvania, Pitts- 
burgh, April 27-29 


Southeastern Hospital Association, Birming- 
ham, Alabama, April 7-9 


Arkansas Hospital Association, Fort Smith, 
May 


Tri-State Hospital Assembly, Chicago, May 4-6 
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Hospital Association of New York State, Buf- 
falo, May 18-20 


New Jersey Hospital Association, Jersey City, 
June 2-4 


Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 


Manitoba Hospital Association, Selkirk, June 
23-24, 1938. 

Michigan Hospital Association, Marquette, 
June 


Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 


Ontario Hospital Association, Toronto, October 
19-21 





Colorado Hospital Association Meeting 


The thirteenth annual meeting of the Colorado 
Hospital Association was held at the Cosmopolitan 
Hotel in Denver on November 9 and 10, 1937. 
More than 100 delegates from all parts of Colo- 
rado were registered. The program presented 
during the two-day session offered a variety of | 
subjects vital in their interest to administrators, 
board members, and hospital personnel. 


At the banquet, Robert E. Neff, President of the 
American Hospital Association, extended greet- 
ings and spoke of the accomplishments of the 
association, the aims of the immediate future, and 
the relationships between the regional associa- 
tions and the American Hospital Association. The 
convention gave considerable consideration and 
discussion to the relationships of the doctor and 
the hospital with particular reference to hospital 
service plans and the socialization of medicine. 
Dr. H. A. Black, retiring president of the Asso- 
ciation, vigorously denounced an initiated amend- 
ment to the Colorado State Constitution provid- 
ing for the removal of regulations which now re- 
strict hospital practice to members of the medical 
profession. Doctor Black declared that the pro- 
posed amendment would throw Colorado hospitals 
open to cults and all sorts of health isms. 


E. A. van Steenwyk, executive secretary of the 
Minnesota Hospital Service Association, gave 4 
very complete explanation of the development and 
operation of the group hospitalization system now 


HOSPITALS 














FREE! 


FOR THE ASKING 


ye BIO! 


| (Tyrintennannet HE Will Ross trade-mark is founded on 


actually doing what it signifies. 


\ 





Meeting the physical needs of hospitals with 
speed and certainty is a vital factor in insuring 
prompt, unerring care of the sick in the hospitals. 


To do full justice to its function as a dependable 


in 

: source for hospital necessities, a supply house 
rado 
mei pos must maintain complete.and adequate stocks of 
1937. A N t everything that might be needed by the hospital 
_ IT MAY at any time ... and - Will Ross Catalog lists 
ante more than 6,000 such items. 


y of f | SAVE YOU HUNDREDS OF DOLLARS 
tors, IN FLOOR MAINTENANCE COSTS To maintain such complete and adequate stocks, 


an adequate physical set-up is necessary. Will 


f the The followi ng types of floors Ross floor space permits highly systematized, 
ee are included in this booklet: orderly arrangement of all merchandise ...every 
, the UNPAINTED WOOD PAINTED OR VARNISHED item under perpetual inventory control which 
: — SURFACE : ; 2 
, and LINOLEUM naidie provides protection against stock depletion. 
ocia- CEMENT, CONCRETE MARBLE 

The OR CORK FAIENCE TILE And in the final analysis, to take full advantage 

and RUBBER TILE OR SLATE OR QUARRY of adequate stocks and an adequate physical 
’ RUBBEROID — 

and — GARAGE hOGRs set-up, an ideal-conscious, thoroughly trained 
spital SOFT ASPHALT WASHROOM FLOORS . ; 
ie COMPOSITION OR — and experienced personnel in all departments is 
icine. SOFT MASTIC TILE CELLAR FLOORS 
A ss0- a GYMNASIUM, vital—from the order desk to the shipping desk. 
: macnesire oR 09D) armory or é : heen 
1end- HARD MASTIC Why DANCE FLOORS It is because the Will Ross Organization oper- 
ovid- ates on this plan that all orders go forward 


w re- 
: ith Speed and Certainty. 
pro- 
‘ t l If for any reason you have not yet received your 
1 als iu copy of the new Will Ross catalog, please tell us 


so we can send you another. In it you will find 
C 0 M “everything for the hospital but food and drugs”. 
f the P A N y ; Q j 
ve a DEPT. K, 42-16 BARN STREET, LONG ISLAND CITY, NEW YORK WW II | 310) & Ss | 
t and Branches in 55 Principal Cities A ate a 


now LARGEST ORGANIZATION OF ITS KIND IN THE WORLD WHOLESALE HOSPITAL SUPPLIES - Milwaukee, Wis. 














A 2144-Y4 (1237) - 


‘ALS December, 1937 117 





operating so successfully in Minneapolis and St. 
Paul. Mr. van Steenwyk also conducted a round 
table discussion on the subject of group hospitali- 
zation which aroused much interest and partici- 
pation of the delegates present. Leaders in the 
Denver hospital field are now giving serious con- 
sideration to the establishment of group hospi- 
talization in their city. Mr. van Steenwyk re- 
mained in Denver to speak before the Denver Med- 
ical Society on the evening following the close of 
the convention. 


The Denver newspapers were quite liberal in 
their use of space in bringing matters before their 
readers as were discussed by the convention. 


Business of considerable importance, including 
legislation, group hospitalization, membership and 
other matters were discussed in the business ses- 
sion. The committee reports gave evidence of 
most commendable activity on the part of the offi- 
cers and committee members of the Association 
during the past year. 


Officers for the coming year were elected as 
follows: 


President—William S. McNary, Colorado Gen- 
eral Hospital, Denver 


President-Elect—Rev. J. R. Mulroy, Catholic 
Charities, Denver 


First Vice-President—R. J. Brown, Porter Sani- 
tarium, Denver 


Second Vice-President—Sister Mary Sebastian, 
Mercy Hospital, Denver 


Treasurer—Grange Sherwin, Saint Luke’s Hos- 
pital, Denver 


Executive Secretary—Walter G. Christie, Pres- 
byterian Hospital, Denver 
Trustees— 


H. A. Black, M.D., Park View Hospital, Den- 
ver 


Frank J. Walters, St. Luke’s Hospital, Denver 


Guy M. Hanner, Beth-El General Hospital, 
Colorado Springs 


John Andrews, M.D., Longmont Hospital As- 
sociation, Longmont 


Walter G. Christie, Presbyterian Hospital, 
Denver j 





KENWOOD ALL WOOL RAMCRESTS 
for Blanket Luxury at Low Cost 


Kenwood Ramcrests are real home-type blan- 
kets, all wool, deeply napped, soft, warm, and 
lovely. Seven beautiful shades. In the private 
rooms, they will give that pleasing little touch 
of color and suggest the home atmosphere so 


important to the convalescent. Finished with 


over -stitched ends or durable, matching 4-inch 
satin binding. Sizes: 60 x 84 and 72 x 84. ENwoop 
Prices and swatch card on request. Lim 
roan 

F. C. HUYCK & SONS iti 
KENWOOD MILLS PRODUCIS 
ALBANY, N. Y. 


CONTRACT DEPARTMENT ° 


HOSPITALS 























HOSPITALS 


The Journal of 


The American Hospital Association 


INDEX 


VOLUME ELEVEN 
January to December Inclusive 
1937 


Published by 
The American Hospital Association 
18 East Division Street 
Chicago, Illinois 











December, 1937 








% 





a 





HOSPITALS 


1937 


Editor’s Note—The indices for Volume X (1936) and Volume XI (1937) of HOSPITALS have 
‘been printed in the December issues of each year. Beginning with Volume XII (1938) the indices will 
‘be published each six months’ period, in the June and December issues. 


Index of Authors 


A 


‘Adams, Henrietta M., Nursing for the public in Scan- 
_ dinavian hospitals and homes May- 94 
Agnew, G. Harvey, M.D., F.A.C.H.A. 
_ Modern miracles 65 
Personality and psychology in the hospital.... - 23 
“Allison, Catharine H., Value of a library to patients 
in a small hospital Jan.- 74 
Anderson, Carl, M.A., The progressive development of 
the concept of occupational therapy Dec.- 
Anscombe, E. Muriel, F.A.C.H.A., Personnel manage- 


Bachmeyer, A. C., M.D., Proposed revision of the 
Constitution and By-Laws of the American Hospital 
_ Association 
Bacon, Asa S.— 
Gas equipment 
Presbyterian Hospital saves heating cost by switch- 
ing to gas 
Baldwin, A. C., X-ray protective materials 
Barba, Philip S., M.D., and Williams, John C., M.D., 
' Nurse as a factor in cross infections as they 
ocur in children’s wards, The Nov.- 
Barker, W. D., Keeping the hospital before the public 
as related to hospital service—Panel discussion— 
' Administrative, professional, and economic prob- 
» lems Apr.- 65 
Baskervill, H. Coleman, and Jarrett, Lewis E., B.S., 
_ M.D., Out-patient department—an important factor 
in hospital service 28 
‘Bazemore, Mary Knott, M.D., and McFadden, William 
' M., M.D., Prevention of ward infections in children’s 
__ hospitals Oct.- 76 
‘Becker, S. William, M.S., M.D., Place of the social 
-_ worker in the medical team 
‘Benson, Marion T., Sr., M.D., Adequate care of the 
_ obstetrical patient in a general hospital Apr.- 36 
Berger, Samuel S., M.D., How standards in a social 
' service department affect the practice of clinical 
- medicine 
Billings, Edward G., M.D.— 
_ Care of the neurotic patient in the general hospi- 
= tal, The Aug.- 21 
' Financial importance of general psychiatry to hos- 
y. pital administrator Mar.- 40 
‘Bingham, Arthur W., M.D., F.A.C.S., Role of the 
'_ hospital in reducing maternal mortality Nov.- 83 
"Bishop, Howard E., Address of the president, Amer- 
' ican College of Hospital Administrators Nov.- 18 
‘Black, Benjamin W., M.D., Manifold obligations of 
' hospitals to the public... July- 11 
Bliss, D. S., Treasury Department, Social Security Act, 
Exemption of hospitals under the—Letter Feb.- 37 
‘Branham, Helen, R.N., Problems of patients’ rec- 
'_ ords—Panel discussion—Small hospital Apr.- 28 
Branton, A. F., M.D., Small hospitals 
Brisbane, R. D., Non-profit hospital has many advan- 
_ tages Apr.-120 
‘Brown, Nellie G., R.N., Can the voluntary hospital 
4 Nov.- 29 
'Bryngelson, Bryng, Ph.D., Clinical speech pathology 
-_ in hospitals pr.- 69 
‘Buerki, Robin C., M.D., Chairman, Council on Profes- 
sional Practice—Report of study on relations of hos- 
Pitals and radiologists 


December, 1937 


Burns, Honorable Harris, Responsibility of the trustee 
in making the hospital what it should be 
Burrell, Honorable Howard— 
Judicial decisions involving charities 62 
Legislation and hospitals 55 
Butts, Willard W., Handling of steam Aug.-102 


Cc 


Calvin, A. M., Reconstruction problems 
Carter, F. G., M.D., Progressive standards for hospi- 

tals July- 29 
Champion, W. J., Maintenance painting in the hospi- 

tal Mar.- 92 
Class, James V., C.P.A., Value of uniform accounting 

methods to hospitals July-107 
Coleman, Agnes, Food service—Panel discussion— 

Small hospital Apr.- 33 
Collier, Thomas J., M.D., Anesthesia as related to 

hospital service—Panel discussion—Administrative, 

professional; and economic problems Apr.- 63 
Connelly, Miriam C., Food service 
Connor, Paul, M.D., The future of the hospital and 

the doctor Dec.- 20 
Cooke, Leon, Association of Managers of Institu- 

tional Laundries, The July-112 
Cooley, Carol H., Review of the findings on home vis- 

its to 400 cardiac patients Sept.- 43 
Cordover, Harry, M.D., and Giddings, Emanuel, M.D., 

F.A.C.H.A., Hospital administration as a medical 

specialty May- 24 
Corwin, E. H. L., Ph.D., Hospital in a changing world, 

The Aug.- 11 
Coulter, John S., M.D., Physical therapy department in 

small, medium, and large general hospitals Dec.- 54 
Craig, Allan, M.D., Hospital publicity and public re- 

lations Oct.- 85 
Crile, George W., M.D., Administration of the hospital 

in relation to medical progress 5 
Crockett, Mrs. Arthur J., Ladies’ auxiliary, The. .May- 21 
Crockett, W. G., M.S., Phar.D., Educating pharmacists 

for service in hospitals July-111 
Cyril, Sister, What can hospitals do about the — 


D 


Dallam, John M., Purchasing agent and the budget, 
The Nov.- 95 
Dalldorf, Gilbert, M.D., Modern nutritional research 
and the hospital Oct.- 87 
Davidson, Sidney G., Hospital annual report and pub- 
licity Feb.- 50 
Davidson, William Donald, A.B., M.D., A model frac- 
ture room July- 67 
Davis, Graham L., Relationship of the American Hos- 
pital Association to state and provincial associa- 
tions May- 86 
Davis, Lawrence, Convention letter to members and 
delegates Sept.-121 
DeKleine, William, M.D., Red Cross professional and 
volunteer service in hospitals Nov.- 32 
Doane, Joseph C., M.D., Personnel relations Sept.- 15 
Dolan, Leo P., M.D., F.A.C.S., Patient’s record—a 
sacred document, The June- 68 


Eames, D. D., Modern boiler equipment for the Rhode 
Island Hospital N 


125 





Ellis, William J., Ph.D., LL.D., How shall the ——— 
ct. - 
Emerson, Haven, M.D., Some lessons from the hospital 
survey for New York Nov.- 11 
Engel, Gilson Colby, M.D., F.A.C.S., Surgeon’s interest 
in hospital organization and management and its 
problems Apr.- 19 
Erickson, Isabel, R.N., Nursing problems in the 
psychiatric hospital 
Erikson, Carl A., Planning the x-ray department..Feb.- 74 
Eutsler, G. W., Hospital service plan of the Holston 
Valley Community Hospital A 


F 


Fazio, S. Chester, Hospital consciousness 
Felsen, Joseph, M.D., Prevention and control of out- 
breaks of bacillary dysentery 
Fesler, Paul H., Fund raising 
Folendorf, Mrs. Gertrude R., R.N., Tomorrow’s com- 
munity nursing service Jan.- 65 
Ford, Netta, R.N., Subsidiary worker and her place, 
if any, in nursing Nov.- 91 
Foss, Harold L "MD. Surgeon and his anesthetist, 
The Aug.- 24 
Francis de Sales, Sister M., S.M., Front office courtesy 
July- 20 
Frankel, Emil, Trends in general hospital services in 
ew Jersey: 1929-1936 Dec.- 40 
Franklin, J. B., Administration as related to hospital 
service—Panel discussion—Administrative, profes- 
sional, and economic problems Apr.- 58 
Frid, Victor A., M.S., Planning the obstetrical unit to 
provide adequate care for an obstetrical patient.July- 75 
Fritz, H. G., Gossip and rumors in relation to hospital 
good will "and personnel cooperation Aug.- 19 


90 


Fullerton, W. W., Maintenance of refrigeration equip- 
A 


Gemmill, Lee C., The front office of the hospital. .Dec.- 96 
Gately, William A., Standardization—is it worth 
bs ROPES TR RMN Ge ape ene Se er eR June-114 
Giddings, Emanuel, M.D., F.A.C.H.A.— 
Hospital administration as a medical specialty..May- 24 
Introducing the new intern-to the hospital Jan.- 54 
Goldwater, “18 S., M.D. Hospital as a public health 


Oct.- 20 
MD., Hospitiology 
Goodall, Phyllis A., R.N., Ally or alibi? Apr.- 50 
Goodrich, Annie Warburton, Practice of nursing and 
social progress Apr.- 11 
Gorrell, John E., B.Sc., M.D., Selection of Motemeet 
for paging Dec.- 74 
Govan, James, M.R.A.I.C., Economical hospital plant 
as a fundamental factor in economical hospital ser- 
vice Jan.- 99 
Graves, Lulu G., Of what value the dietary survey? 


Greim, Florence M., As your hospital grows 
Griffin, a5. .M., and Hawke, William | 
A., M.D., M.R.C. P., ‘A new children’s clinic for psy- 
chological medicine May- 49 
Grisette, Felix A., Hospital saving association of 
North Carolina, Inc. Apr.-103 
Grulee, Clifford G., M.D., and Munns, George F., M.D., 
Review and summary of a report on contagious hos- 
pitals in the United States and Canada Jan.- 88 


H 


Hahn, Albert G., F.A.C.H.A.— 
Gone with the fl 
National Hospital Day 
Hanfeld, Rosella, Dietetics 
Hannaford, H. Eldridge, A.I.A.— 
Patients’ rooms and wards 
X-ray protective materials 
Hardgrove, A. E., Medical care and hospitalization for 
the recipients of old-age assistance June- 83 
Harmon, , M.D., Laboratory of the hospital and 
out-patient department, The D 


126 


Harris, Louis H., M.D., and Kogel, Marcus D., M.D., 
Plan for the control of revisits in a municipal 
hospital dispensary, A May- 63 

Hatfield, John N., Theoretical and practical aspects 
of an association public relations program June-104 

Hatfield, W. H., M.D., Relation of tuberculosis units of 
the provincial board of health to general hospitals 

‘4: r.- 41 

Hawke, William A., M.D., M.R.C.P., and Griffin, J. D 

re M.D., D. P. M., New children’s clinic for 
psychological medicine, A May- 49 
Hayhow, Edgar C., Hospital progress in New Jersey 


Hayt, Emanuel— 
Common sense and hospital records 
Hospital liability for negligence 
Haywood, A. K., M.D., Administration 
Helvering, Honorable "Guy T., Letter—Exemption of 
hospitals from the provisions of the Social sae 
ct an.- 
Henninger, Alice, Promoting the -welfare of the 
patient Aug.- 
Herrman, William G., M.D., Medical and hospital 
problems Nov.- 22 
~— Ss. R. D., M.B., Medical house staff — 
Ov.- : 
Hiebert, Joelle C., M.D., Educational opportunities in 
a small hospital May- 
Highsmith, J. F., M.D., F.A.C.S., Medical staff or- 
ganization and conferences—Panel discussion— 
Small hospital Apr.- 27 
Hills, Gladys, Place of the dietitian in the out-patient 
department Nov.-107 
Hockett, A. J., M.D., Future of staff organization in 
the voluntary hospital F 
Hoehler, Fred K.— 
— of hospitals to public welfare administra- 


Tax ag and the voluntary hospital 
Hoffman, His Excellency Harold G., Address of wel- 
come, "A.H.A. convention Oct.- 45 
— or Stanley, A.B., Why blame the rr as 
an.- 
Hines, Adeline M., R.N., M.A.C.H.A., Central diet 
tray service in a hospital of 100 beds Feb.- 41 
Hume, Lieutenant- Colonel Edgar Erskine, The oldest 
hospital in America May- 11 
Hunzicker, Beulah, and Bacon, Asa S., Gas equipment Ps 
Ov.- 
Hutchinson, Mary J., Standardization of hospital sur- 
gical supplies Apr.- 55 
Hyde, Florence Slown, Hospital bulletin as a valuable 
educational medium, The Sept.- 51 


Jarrett, Lewis E., B.S., M.D.— 
The out- -patient department—an important factor in 
hospital service June- 28 
What the hospital should do for the house staff.July- 98 
Jennings, Frank L., M.D., F.A.C.P., and Mariette, 
Ernest S., M.D., F.A.CP., Planned health service 
for employees in tuberculosis sanatoria July- 32 
Johnson, Lake, R.N., F.A.C.H.A., Patients leaving the 
hospital Feb.- 44 
Jones, E. An analysis of nursing costs at the 
Albany Hospital May-106 
Jones, Colonel Harold Wellington, M.C., U. S. Army, 
Surgeon General’s library and the romance of the 
index catalogue Jan.- 14 


Kahlke, Charles E., M.D., Problems of the department 
chief July- 96 
Kaplan, Regina H., R.N., M. A.C.H.A., Role of the hos- 
pital in new nation-wide venereal disease control 
program Mar.- 58 
Kennedy, Margaret E., Smaller neighbor, The...Mar.- 45 
Ketcham, Dorothy— 
Changing values in hospitalization 
Use and misuse of. medical and social data 
Kingdon, Dr. Frank, Paradoxes 


Knapp, Macie N., RN., Problems of the small hos- - 
ital Oct.- 


HOSPITALS 





v.-107 
in 
b.- 38 


a- 

in.- 37 
st.- 72 
a 


Kogel, Marcus D., M.D., and Harris, Louis H., M.D. 
Plan for the control of revisits in a municipal 
hospital dispensary, A May- 63 

Kruger, Alexander W., M.D., Hospital accidents. .Oct.- 80 

hore Frank H., M. D., Physical therapy in the a. 


Lamb, Sydney, English hospital service omnes 
eb.- 11 

Lambdin, Henry L., Ph.D., Patient and the public; the 
community aspect of health education, The....Oct.- 47 

Lamela, Felix, Hospital developments in Puerto Rico 
Aug.- 77 

Lattner, F. P. G., Pathology in the smaller hospital 
July-101 

Lawrence, H. M., Standardization—a key for hospital 
management Aug.- 50 

Leavell, Lutie C., R.N., Proposed curriculum for 

schools of nursing and its influence on nursing 
service, The May- 66 
Lenroot, Mrs. Irvine L., Angina’s night thoughts.June- 42 
Lentz, C. S., M.D., Ticker system Jan.- 82 

Leone, Joseph P., M.D., Getting proper publicity for 
your hospital May- 45 

Lewis, Thomas K., M.D., Social Security Act, the 
doctor and the hospital Mar.- 24 

Lippincott, Leon S., M.D., Clinical laboratory and 

x-ray services—Panel discussion—Small ' hospital 


List, Walter E., M.D.— 
Hospitals day by day—some pointed paragraphs 
May-62, June-113, 
July-110, Aug.-38, Sept.-59, Oct.-120, Nov.-122 
How the flood came to Cincinnati hospitals....Mar.- 56 
Role of the research laboratory, The June- 58 
Loveland, Honorable Charles N., Rights of the com- 
munity in its hospitals A 


M 


MacCurdy, Frederick, M.D., Future significance of 
out-patient care in the country’ s hospital and medi- 


cal program Nov.- 46 
MacFarland, J. Lincoln— 
Basic Alkalies as laundry detergents 
Effect of hard water on laundry and linen replace- 
ment costs June-112 
Opportunity for science—cleaning maintenance. Apr.- 92 
Opportunity for science—housekeeping in the hos- 
pital May- 53 
7s. Charles B., M.D., and Wilder, Theodore S., 
M.D , Ultraviolet light for air sterilization in ward 
for infants Nov.- 87 
Mangold, George B., Ph.D., Responsibility of the com- 
munity for an adequate ‘medical program July- 62 
Manheimer, Stephen, M.D.— 
Necropsies—not how many, but how utilized...Feb.- 54 
Nursing is a sacred trust 
Mariette, Ernest S., M.D., F.A.C.P., and Jennings, 
Frank L., M.D., F.A.C.P., Planned health service 
for employees in tuberculosis sanatoria . . -Jduly- 
Mathias, Brother, Four hundred years’ service to 
humanity Feb.- 
Matthews, 4 O. A., Hospital auxiliary and how it 
will help, A July- 89 
McCombs, Carl E., M.D., Government vs. Voluntary 
hospital Mar.- 97 
McFadden, William M., M.D., and Bazemore, Mary 
Knott, M.D., Prevention of ward infection in chil- 
dren’s hospitals Oct.- 76 
McGuire, E. W., What the hospital should know about 
canned foods J 96 
McNamara, John A.— 
Aims and purposes of hospital service associa- 
tions ec.- 33 
Cleveland Hospital Service Association 
McNary, William S.; Billings, Edward G., M.D.; and 
Rees, Maurice H., Ph.D. See Financial importance 
of general psychiatry to hospital administrator. Mar.- 40 
Mears, Bertha W., R.N., Color in the hospital Oct.-100 
Mechtildis, Sister M., O.S. F., What can we do for the 
security of the voluntary hospital? Feb.- 21 
Meech, Sherman D., Rochester hospital service cor- 
poration 


December, 1937 


Mehring, Herman S., Problems of non-professional 
personnel Aug.-105 
Menninger, William C., M.D., Needs and , 
in psychiatric nursing J 
Mills, Clarence A., M.D.— 
Air conditioning for comfort 
Value of environmental control in tuberculosis. .Jan.- 51 
Moore, Merrill, M.D., and Putnam, Tracy J., M.D., 
Approaches to the problem of alcoholism Aug.- 27 
Morrill, Donald M., M.D., Community hospital cae s the 
next generation Mar.- 11 
Morrill, W. P., 
Feathers for pillows Oct.-126 
Library of the American Hospital Association. . Feb.-103 
Mountin, Joseph W., M. D., and Pennell, Elliott |: 
Financial ‘support of non-government hospitals as 
revealed by the recent federal business census of 
hospitals 
Munger, Claude W., M.D.— 
Convention letter to members and guests 
Presidential address 
ee hospital and public welfare administra- 
July- 
What the hospital expects of its social worker. .May- 
Munns, George F., M.D., and Grulee, Clifford G., M.D., 
Review and summary of a report on contagious hos- 
pitals in the United States and Canada Jan.- 
Murray, Thomas T., Hospital record room 
Myers, Charles W., M.D., Lamp flashing system. .Jan.- 


N 


Neale, Margaret, Patients’ records 
Neergaard, Charles F., Checking the operating and 
maintenance cost of the mechanical division. . . Nov.- 
New policies for old 
New hospital for old 
Neff, Robert E.— 
Convention letter to members and guests 
Fundamental principles underlying efficient ‘acted 
administration July- 
Nicklas, John M., M.D., "Should a general ae 
Ov.- 
Nix, James T., M.D., F.A.C.S., What can we do to pro- 
mote better’ Ps tei and study of end results ?.Apr.- 
Norburn, R. L., M.D., Some problems of the privately 
owned surgical hospital 


O’Connell, Reverend Joseph S., Role of the hospital 
in the present social change June- 


Olsen, E. T., M.D., Hospital and accident cases, The 


Aug.- 

Orr, Walter S., and Paul, Randolph E., Hospital 
philanthropy (excerpt) Jan.- 
Overton, William J., Protecting the hospital against 
fire hazard Nov. 


Parry, B. Evan, F.R.A.I.C., Administration unit in the 
general hospital, The June- 
Patricia, Sister M., O.S.B., B.S., R.R.L., F.A.C.H.A.— 
Developing a record consciousness in our heqpae 
ec.- 
Pathological conference at St. Mary’s Hospital..Feb.- 
Paul, Randolph E., and Orr, Walter S., Hospital 
philanthropy arg Jan.- 
Payzant, Claude L., M.D., Physical therapy in — 
modern hospital 
Pennell, Elliott H. 
Financial support of non-government hospitals as 
revealed by the recent federal business census of 
hospitals Dec.- 
Perkins, Arthur H., M.D., Necropsies, their value, 
and some thoughts on how they may be best ob- 
tained June- 
Peters, H. J., Oxygen corrosion zeolite softeners and 
deaeration 
Peterson, Carl M., M. D.— 
Recent developments in intern training 
Small hospitals and intern training 
Ploeger, Millie E., R.N., Hospital guest, The 


127 





Plumley, Margaret Lovell— 
Count of visits to out-patient departments fails to 
disclose all ambulatory care by hospitals Oct.- 97 
General out-patient departments the important ele- 
ment in organized out-patient care Sept.- 30 
Location and characteristics by 769 out-patient de- 
partments Dec.- 
Pollock, Henry M., M.D., Gentlemen’s agreement in 
motor vehicle accident cases Apr.- 
Pond, Gilbert Palmer, B.S., M.D., Palmprints—an 
established method of infant identification 
Pope, Samuel J., Fire hazards in hospitals 
Potter, B. P., M.D., Modern concepts of a tuberculosis 
hospital Oct.- 
Putnam, Tracy J., M.D., and Moore, Merrill, M.D., 
Approaches to the problem of alcoholism 


R 


Rankin, W. S., M. D., Control of surgery—Who shall 
do major surgery? Apr.- 
Raycroft, Joseph E., M.D., Mental hygiene in the gen- 
eral hospital Sept.- 
Raymond, C. Stanley, M.D., Provision for care and 
training of feebleminded in Massachusetts Mar.- 
Rees, Maurice H., M.D.— 
Care of the neurotic patient in the general hos- 
pital, The Aug.- 
Financial importance of general hospital psychiatry 
to hospital administrators Mar.- 
Reggio, A. William, M.D., Equipment for the treat- 
ment of fractures in hospitals Mar.- 
Ridgway, Mattie J., Food service as related to hos- 
pital service—Panel discussion—Administrative, 
professional, and economic problems Apr.- 
Righter, Walter W. N., Intern problem—selection and 
supervision, 
Riley, William A., A.I.A.— 
Newer architecture of European hospitals 
Swedish hospital research and statistical bureau.July- 23 
Roach, S. Frank— 
Different viewpoint on the hospital laundry service 
RPI IRS pc os o's os Soasvin Glew ss die piece oes aed #8 June-108 
Operating the general hospital’s laundry service, 
and the program involved July-104 
Robbins, L. R., Personnel—reduction of labor turn- 
over Nov.- 51 
Roberson, Mrs. Martha P., R.N., F.A.C.H.A., Interns 
and staff : 
Roberts, C. W., M.D., Efficient hospital and the cost 
of hospital service, The 
Roberts, Mary, R.N., Curriculum guide for schools of 


nursing—A review Oct.- 90. 


Rorem, C. Rufus, Ph.D., C.P.A., The 1937 program in 
group hospitalization Jan.- 


Sanders, Robert L., M.D., F.A.C.S., Medical staff con- 
ferences as related to hospital service—Panel dis- 
cussion—Administrative, professional, and —, 
problems E 

Scherer, J. H., M.D., Value of an efficient Be 
ogist in hospital service 

Seltzer, Mrs. Edith G., Value of a survey in setting 
standards in medical social service F 

Skillman, David B.— 

Hospital revolution, The Aug.- 16 
Part philanthropy plays in the support of voluntary 
hospitals, The Oct.- 30 

Smith, James D., M.D., Review of the communicable 
disease hospitals of the City of New York 

Smith, Nathan, M.D., M.A.C.H.A., and Giddings, 
Emanuel, M. D., F.A.C.H.A., Introducing the new 
intern to the hospital - 

Snavely, Earl H., M.D., Indexing of complications. Aug.- 39 

Soule, Theodate H., Social service in a municipal hos- 
pital Dec.- 86 

Stalker, H. S., M.D., Necropsies 

Stephenson, A. G., Freemason’s Hospital 

Stevens, Edward F., F.A.I.A., Air conditioning or 
power plant of the hospital May- 74 

Stevenson, R. E., M.D., King Edward VI1I moe 

ar.- 17 


Stine, L. B., Maintenance of plumbing for the hos- 


pital Mar.- 90 

Stout, Merrell L., M.D., Hospital personnel and the 

public July- 91 
Sumner, William A., Charitable element in the support 

of voluntary hospitals, Th Oct.- 
Sutley, Melvin L., Developments in the Hospital Asso- 

ciation of Pennsylvania Jul 
Swern, Perry W.— 

Air conditioning in hospitals 

Planning the hospital dietary department 


T 


Tead, Ordway, Employee welfare in the broader 
sense June- 
Thrasher, Mrs. Jewell W., R.N., Nursing service— 
Panel discussion—Small hospital Apr.- 32 
Troutt, Lute M., Electrical equipment for cooking 
purposes Nov.- 98 
Twitty, Bryce L., Educating the public in hospital 
service Feb.- 40 


Uppendahl, Frieda, R.N., Striving for perfection in a 
small hospital 


Van Dyk, Frank, Associated Hospital Service of New 
York Apr.- 99 
van Steenwyk, E. A., Minnesota Hospital Service 
Association Apr.-100 
Veeder, Borden, M.D., Relationship of the hospital 
residency to graduate education in pediatrics. .Feb.- 91 
Vincent, Elizabeth Lee, Ph.D., Human side of a chil- 
dren’s hospital Jan.- 29 
Vohs, Carl F., M.D., Group hospitalization from the 
medical man’s point of view N 


W 


Wagner, Margaret W., Medical social aspects involved 

in problems of crippled child Mar.- 66 
Walsh, William H., M.D.— 

Medical staff conference 

Responsibility of the medical staff for the mainte- 

nance of professional standards, The June- 45 
Washburn, Frederic A., M.D., Development of nursing 

education Feb.- 15 
Watkins, J. H., Ph.D., Worth while hospital — - 

an.- 

Weaver, Ruth, M.D., Modern social work in a chil- 

dren’s hospital Dec.- 25 
Wellman, Roderic, Social security for hospital workers 


Hostel power plant, The a 
Wilder, Theodore S., M.D., and Major, Charles B., 
M.D., Ultraviolet light for air sterilization in ward 
for infants Nov.- 87 
Wildman, Ruth, Swedish type stove, The. Nov.-101 
Wilhelm, N. A., M.D.— 
Rotunda of Dublin 
Royal Infirmary of Edinburgh ; 
Willenborg, Anne, R.N., Organization of the ideal 
anesthetic department June-107 
Willet, G. Rush, Loud speaking system 
Williams, John C., M.D., and Barba, Philip S., M.D., 
Nurse as a factor in cross infections as they occur 
in children’s wards, The Nov.- 59 
Wilson, Lucius R., M. D., Record department—liability 
or asset? The. 
Winton, June, Entering a new profession 
Wolf, Anna D., Factors to be considered in putting 
the new curriculum into effect N 
Woodward, Mrs. W. C., Women’s auxiliaries 


y 
Young, Charles H., M.D., Advantages of the —— 


HOSPITALS 





Index of Subjects 


A 


Adams, Van C., goes to Springfield City Hospital. .Jan.- 28 
Accident cases, Gentlemen’s Agreement in motor ve- 
Apr.- 38 

Accident cases, Hospital and 
Accident in a hospital, An unusual 
Accidents cost the hospitals in 1936, What automo- 

bil July- 61 
Accidents, Hospital 
Accidents—Hospital liability for negligence 
Accounting methods to hospitals, Value of Uniform, 


Accrediting of schools of nursing, The 


Adequate care of the obstetrical patient in a general 
hospital, Benson, Marion T., Sr., Apr.- 36 
Administration as a medical specialty, Hospital..May- 24 
Administration as a profession, Hospital—Ed....Feb.- 72 
Administration as related to hospital service—Panel 


discussion—Administrative, professional, and eco- 
nomic problems, Franklin, J. B - 58 
Administration, Fundamental principles underlying 
efficient hospital July- 
Administration, graduate course in hospital, at the 
University of Chicago D 
Administration, Haywood, A. K., M.D 
Administration—Hospitioligy 
Administration of the hospital in relation to medical 
progress, Crile, George W., M.D 
Administration—Personality and psychology in the 
hospital Dec.- 


Administration problems—Can the voluntary hospital 
maintain its independence? 


Administration, Residencies in hospital 
Administration, Residencies in hospital—Ed 
Administration unit in the general hospital, Parry, B. 
Evan, F.R.A.I.C. June- 
Administrative, professional, and economic problems 
as related to hospital service—Panel — 
pr.- 


Administrator, of the—Personnel 


management 
Administrators, Educational program for hospital— 
American College of Hospital Administrators. .Nov.- 


Administrators influence hospital development—When 
hospitals are wise—Ed June- 


Administrators’ responsibility—Employee welfare in 
the broader sense 


Administrators, The 1937 institute for hospital 
May- Third cover, July- 22, 117, Aug.- 
Admission—Front office courtesy 
Admissions, Hospital—Trends in general hospital 
service in New Jersey: 1929-1936 Dec.- 


Admitting department—Contagious hospitals in the 
United States and Canada, Review and see 4 
of a Report on 


Admitting—Front office of the hospital 


Address of the president American College of Hos- 
pital Administrators, The, Bishop, Howard E. .Nov.- 
Advantages of the flexible plan, The, Young, Charles 
H., MD. D 
Advisory Board for Medical Specialties 


Agnew, G. Harvey, M.D., president-elect of the Amer- 
ican Hospital Association Oct.- 11 


Aims and purposes of hospital service associations, 
The, McNamara, John A Dec.- 33 


Air conditioning—A luxury or a Necessity ?—Whit- 
aker, Ernest July- 82 


Air conditioning destroy pathogenic bacteria in hos- 

pitals, Can? Apr.- 47 
Air conditioning for comfort, Mills, C. A., M.D...Jan.- 21 
Air conditioning in hospitals, Swern, Perry W..Dec.- 68 
Air conditioning in remodeling a hospital 


Air conditioning in the treatment of asthma....Feb.- 23 


December, 1937 


Air conditioning—Ideal conditions of temperature and 
atmosphere for operating rooms Nov.- 96 
Air conditioning or power plant of the hospital, 
Stevens, Edward F., F.A.LA May- 74 
Air Pogo eae in ward for infants, Ultraviolet light 
or 


Alcohol in clinics, Use of tax-free 

Alcoholism, Approaches to the problem of, Putnam, 
Tracy J., M.D., and Moore, Merrill, M.D 

Alexander, A. B., M.D.—Obituary 

Alkalies as laundry detergents, Basic 

Ally or alibi?, Goodall, Phyllis A., R.N 

Alton Memorial Hospital 


Ambulance for fracture cases—Equipment for the 
treatment of fractures in hospitals Mar.- 87 
Ambulance service—English hospital service organ- 
ization Feb.- 14 
Ambulatory care by hospitals, Count of visits to out- 
patient departments fail to disclose all Oct.- 97 
American and Canadian Hospitals, Second Edi- 
tion Aug.- 23 
American College of Hospital Administrators 
Address of the president, Bishop, Howard E...Nov.- 18 
Appoints assistant to the executive secretary. .July- 88 
Education program for hospital administrators.Nov.- 56 
Fourth annual meeting of the 
Fourth Convocation of ACHA 
= of the—Progressive standards for hospi- 
tals 
American College of Surgeons 
Hospital standardization and hospitals’ progress— 
Ed. Nov.- 65 
Hospital standardization conference program. .Oct.- 68 
Hospital Standardization Conference 
Sectional meetings of the—1937 
American Medical Association and group hospitaliza- 
tion—Ed. Sept.- 68 
American Occupational Therapy Association, Twenty- 
first annual meeting of the Sept.-102 
American Protestant Hospital Association convention 
program Sept.- 98 
American Hospital Association 
Advisory committee,—Standardization—A key for 
hospital management 
Amendments, Report of tellers on the 
Amends its constitution—Ed 
Associate Institutional membership, Application 
June-103 


for 
Atlantic City, 1937 convention 
May-103, June- 59, July- 90, Aug.- 94 


Atlantic City—1937 convention—Ed 
Board of Trustees 
Board of Trustees meeting 
Board of Trustees, Report of 
Bonds, Association will retire $14,000 
By-laws of the 
Committee on constitution and by-laws 
Committee on Costs of Medical Care—Where do we 
go from here?— ‘ July-: 71 
Committee on hospital planning and equipment, 
Report 1936, New hospitals for old Feb.- 59 
Committee on hospital service announces booklet 
on hospital care insurance Oct.- 84 
Conference of hospital service plan executives. Mar.-107 
Constitution and by-laws, The proposed revision 
of the Aug.- 61 
Convention address of welcome, Hoffman, His Ex- 
cellency Harold G 
Convention, Atlantic City, Thirty-ninth annual.... 
Aug.- Third Cover 
Convention, Golf at the Atlantic City July- 54 
Convention, Golf Tournament in Atlantic City.Aug.- 42 


American Hospital Association Convention letter to 
members and guests, Munger, Claude Warrell, 
i NEE ete Mn aes ee er eer ies Sept.- 11 
American Hospital Association Convention letter to 
members and guests, Neff, Robert E 
Convention news, Atlantic City—1937 
Convention news—Committees of the Atlantic City 
convention 


Jan.- 73 


129 





Convention, New Jersey Hospital Committees of 
the Atlantic City Apr.- 89 
Convention program, Thirty-ninth annual....Sept.- 70 
Convention Review 0 
Convention, Sixth Atlantic City, 1904 
June- Third Cover 
Sept.- 60 
Council of, Supplementary study by—Policies of 
local government with regard to hospitals...Jan.- 40 
Council on Professional Practice—Report of study 
on relations of hospitals and radiologists, Buerki, 
Robin C., M.D., Chairman Nov.- 50 
Delegation to the International Hospital Congress 
July- 50 
Hospital Councils, Dinner of the Division on. .Aug.-101 
Hospital service plans to be approved—Official ad- 
visory group appointed Oct. 
House of Delegates, The—Ed 
Institute for hospital administrators, 1937 
..dan. -18, May- Third Cover, July- 22, 117, Aug.- 70 
Institutional membership, Applications for 
Feb.-134, Apr.-130, June-61, July-126, Dec.- 97 
Institutional membership, Our growth in....Sept.-110 
Joint committee on the cost of nursing service and 
nursing education—Cost study of nursing. .July-113 
Library of the 
New Years greetings—Ed 
Notice to the holders of bonds of the. Aug.-20, Dec.- 19 
Personal membership, Applications applied for.... 
Feb.-134, Apr.-130, July-124, Dec.- 98 
President-elect—Ed. 
Relationship to state and provincial associations 
May- 86 
American Hospital Association, Tuberculosis Section 
of th Aug.- 96 
Analysis of nursing costs at the Albany Hospital, 
An, Jones, E. W May-106 
Anesthesia as related to hospital service—Panel dis- 
cussion—Administrative, professional, and econ- 
omic problems, Collier, Thomas J., M.D....... Apr.- 63 


Anesthetic department, Organization of the ideal.June-107 
Anesthetist, The surgeon and his 
Angina’s night thoughts, Lenroot, Mrs. Irvine L.June- 42 


ee cnee ep to the problem of alcoholism, Putnam, 
racy J D., and Moore, Merrill, M.D Aug.- 27 


Architecture of European hospitals, Newer 33 
Are people afraid of hospitals ?—Ed 71 
Associations, Among the 

Alabama Hospital Association 

Arkansas Hospital Association 

California hospitals, The Association of 

Central Neuropsychiatric Hospital Association. May-132 


Colorado Hospital Association Jan.-107, Aug.-122, 
Dec.-116 


Connecticut Hospital Association 
Florida Hospital Association 
Georgia Hospital Association 
Illinois, Hospital Association of 
Indiana Hospital Association 
Iowa Hospital Association 

Jan.-111, Apr.-111, May-130, June-130 
Louisiana Hospital Association May-132, June-132 
Manitoba Hospital Association Jan.-111, Aug.-120 
Massachusetts Hospital Association Jan.-112 


Michigan Hospital Association 
Jan.-112, Feb.-118, May-130 


Mid-West Hospital Association Jan.-113, July-128 
Minnesota Hospital Association 
Jan.-113, May-128, June-124 
Mississippi State Hospital Association 
Jan.-115, June-132 
Missouri Hospital Associations 


National Methodist Homes and Deaconess Asso- 
ciation J 


— Nurses Association, The protest of the— 
d. 


130 


National, state, and provincial associations, 
cers of 

Nebraska State Hospital Assocystion 

New England Hospital Association. .Feb.-118, 

New Jersey Hospital Association... .Jan.-118, 


New York State, Hospital Association of 
Jan.-120, June-122, 


North Carolina Hospital Association 
Ohio Hospital Association. Jan.-122, May-124, Nov.-109 
Oklahoma Hospital Association. .Jan.-124, 136, Dec.-106 


Ontario Hospital Association 
Jan.-126, Nov.-24, Dec.- 53 


Oregon Association of Hospitals Jan.-126, Apr.-114 


Pennsylvania, The Hospital Association of 
Jan.-126, June-128, Aug.-122 


Rhode Island, The Hospital Association of... .Jan.-130 
Saskatchewan Hospital Association. ..Jan.-130, Feb.-118 
South Carolina Hospital Association. .Jan.-130, July-132 


South Dakota State Hospital Association 
Jan.-132, July-130 


Southeastern Hospital conference...Apr.-113, May-124 


State, provincial, and regional hospital associa- 
tion officers, Mid-year conference of.Jan.-105, Mar.-105 


State, provincial, and regional officers, Mid- oo 
conference F 
Texas State Hospital Association 
Jan.-134, pradieasy June-132 
Tri-State Hospital Assembly 
Tri-State Hospital Association 
Washington State Hospital Association 


Western Hospitals, Association of 
Jan.-136, Apr.-111, May-122, Nov.-109 


West Virginia, Hospital association of 
Sept.- 39; Nov.-109 


Associations—Coming meetings 
Feb.-120, Mar.-108, Apr.-128, May- 93, June-116, 
July-132, Aug. -134, Oct. -118, Nov.-109, Dec.-116 
Associations—Developments in the Hospital Associa- 
tion of Pennsylvania, Sutley, Melvin L July- 
Hospital progress in New Jersey, Hayhow, _— = 
uly- 
Asthma, Air-conditioning in the treatment of...Feb.- 


Atlantic City, 1937 Belg city) 
May-103, June- 9, July- 90, Aug.- 


Automohile accidents cost the hospitals in 1936, Ses 
uly- 

Autopsies—Introducing the new intern to the _ 
pital 

Auxiliaries, Women’s 

Auxiliary and how it will help, A hospital, Matthews, 
Mrs. 0. J 

Auxiliary, The ladies’ 


Babcock, Dr. Warren L.—Ed 

Bacillary dysentery, Prevention and control of... 

Ball Memorial Hospital dedicates its new unit... 

Barnes, S. J., retires 

Basic alkalies as laundry detergents, MacFarland, J. 
Lincoln Aug.- 98 

Baylor University Hospitals—Florence Nightingale 
Hospital, the new maternity unit Aug.- 

Bedside service, A new 

Bellevue Hospital 

Bellevue opens new laboratory for tropical diseases 

Apr.- 9 

Benfer, W. L., appointed superintendent of Toledo 
Hospital J 

Bequest of $250,000 for Oxford, Ohio 

Better understanding—Ed. ............ceeeeeees Dec.- 67 

Billings, John Shaw,—begins labors in building — 
geon General’s library - 14 

Blackwell, Elizabeth—Woman’s hospitals—Ed. .. . 72 

Blodgett Memorial Hospital, The 

Blood donors, Hospitals and—Kd. ............... Oct.- 66 
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Boiler equipment for the Rhode Island Hospital, 
Modern .. 


Boiler house—The handling of steam 


Book shelf, Hospital 
Jan.-42, Feb.-136, May-116, July-118, Nov.-124, Dec.-108 


Books, Contamination of—Ed. ..............++++ May- 73 
Brockton Hospital celebrates its fortieth anniversary 
May-102 

Buck, Dr. Albert W., Goes to the Charlotte Hunger- 
ford Hospital D 

Budget, The purchasing agent and the 

Bulgaria plans to build 250 maternity hospitals. .Nov.- 78 

Business Week excerpt, Equipment exhibits at A.H.A. 
convention Oct.- 19 


Buying—See Of special interest to the buyer 
By-Laws of the American Hospital Association, Ps 


California, Hospital insurance enabling act in....Aug.-112 
Can the voluntary hospital maintain its ndependianen’ 
Brown, Nellie G Nov.- 29 
Cancer, Socialization of endorsed by Saskatchewan 
hospitals Jan.-130 
Canned foods, What the hospital should know about 
June- 96 
Cardiac patients—A review of the findings on home 
visits to 400 Sept.- 43 


Care of the neurotic patient in the general hospital, 
boyd Rees, Maurice H., M.D., and Billings, ee G., 
M.D 


Care of wood floors, The 

Catholic Hospital Association June-118, July-73, 106 

Census of hospitals, The financial support of non- 
government hospitals as revealed by the recent fed- 
eral business Dec.- 11 


Central diet tray service in a hospital of 100 beds, 
Hughes, Adeline M., R.N., M.A.C.H.A Feb.- 41 


Central Maine General Hospital, A circulating library 
created for the July-122 

Central tray service, Planning the hospital dietary 
department Mar.- 74 

Changing values in hospitalization, Ketcham, Dorothy 


Charges for service, Hospitals increase 
Charitable element in the support of voluntary hos- 

pitals, Sumner, William A. 0 
Charity Hospital in New Orleans, The new 
Charity Hospital to retain its name 
Charity load, The hospitals’—Ed. .............. Aug.- 76 
Checking the operating and maintenance cost of the 

mechanical division, Neergaard, Charles F 
Chicago Hospital Council celebrates its first anni- 

versary Feb.- 45 
Children’s camp part of Arizona’s campaign against 

tuberculosis Apr.-124 
Children’s clinic for psychological medicine, A new, 

Hawke, William A., M.R.C.P., and Griffin, 

J. D., M.A., M.D., D.P.M May- 49 
Children’s hospital, Human side of a - 29 
Children’s hospital, Modern social work in a - 25 
Children’s hospitals, Prevention of ward a in 

ct.- 76 
Children’ s ward, The nurse as a factor in cross infec- 
tions as they occur in 
China, A hospital administrator in 
Christmas tree party in June? What so rare as a 
ec.- 
Chronic Ailments, Care of—The hospital in a chang- 

ing world Aug.- 
Chronically ill, care of—How shall the hospital de- 

velop to meet the demand of the future Oct.- 5 
Civitans Club have done in Dalton, Georgia, What i - 

ay- 
Cleaning maintenance, An opportunity for science.Apr.- 


Clinic service in urban areas—Location and charac- 
teristics of 769 out-patient departments 
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Clinical laboratory and x-ray service, Panel discussion 
—Small hospital, Lippincott, Leon S., M.D Apr.- 29 
Clinical medicine, How standards in a social service 
department affect the practice of Feb.- 30 
Clinical speech pathology in hospitals, Sryngeees. 
Bryng, Ph.D. Apr.- 69 
Clinics, Massachusetts contraceptive and the law—Ed. 


Clinics, Use of tax-free alcohol in 

Coleman, Laura E.—Obituary 

Color in the hospital, Mears, Bertha W., R.N 
Comforts the hospital provides 


Common sense and hospital records, Hayt, Emanuel 
...duly- 59 


Commonwealth Fund rural hospitals 
Commonwealth Fund supports graduate course in hos- 


pital administration at the University of ee 
ec.- 


Communicable disease hospitals of the City of New 
York, A review of the Aug.- 


Communicable diseases—Prevention and control of 
outbreaks of bacillary dysentery Mar.- 


Communicable diseases—Prevention of ward infections 
in children’s hospitals Oct.- 
Community activities—The problems of the small hos- - 
pital 0 
Community chest, Hospital......... eke he Kaede 
Community for an adequate medical program, Re- 
sponsibility of the July- 
Community hospital—Ed. ..................... Feb.- 
Community hospital and the next generation, Morrill, 
Donald M., M.D M 


Community hospitals, The medical staff and our—Ed. 


Community in its hospitals, The rights of the... .Aug.- 

Community interest, How hospitals secure 

Community nesds—The- hospital in a changing world 
A 


Community nursing service, Tomorrow’s 
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—Ed. Apr.- 

Community service—When hospitals serve—Ed. . Apr.- 

Comparison of various types of fuel for hospital 
kitchens—a symposium Nov.- 

Connecticut, Per patient cost in mental and tubercu- 
losis hospitals Apr.- 

Constitution and By-Laws of the American Hospital 
Association, The proposed revision of the 
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Construction—Administration unit in the general hos- 
pital, The 
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Construction—Air conditioning in hospitals Dec.- 
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Apr.- 
Construction—Florence Nightingale Hospital, the new 
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Construction—Hospital for Sick Children, London, 
The Aug.- 26 

Construction in New York, New hospital Aug.-101 
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Construction—Modern boiler equipment for the Rhode 
Island Hospital Nov.- 76 


Construction—Montgomery Hospital 
Construction—New hospitals for old 


Construction—Newer architecture of European hos- 
pitals May- 33 
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Construction—Out-patient department—an important 
factor in hospital service, Th June- 28 
Construction—Planning the hospital dietary depart- 
ment Mar.- 
Construction—Planning the obstetrical unit to provide 
adequate care for an obstetrical patient July- 75 
Construction—Planning the x-ray department....Feb.- 74 
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Construction—X-ray protective materials Nov.-110 
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Contagious hospitals in the United States and Canada, 
Review and summary of a report on 
Contemporary hospital thought— 
Allen, Willmar, M.D., Group hospitalization. ..Mar.-116 
Babbit, Frank L., Intern education 
Biggs, Laura B., Medical social service 
Cabot, Richard C., M.D., Psychology, patient’s. .Jan.- 77 
Clough, H. D., M.D., Hospital versus hotel 
Dun and Bradstreet Review, Gifts 
Edmonds, George E., Liability insurance for hos- 
pital Jan.- 77 
Elliott, F. B., C.B.E., On hospital contributory 
schemes in England Apr.- 97 
Ellis, William J., Ph.D., LL.D., Convalescent a 


Emerson, Dr. Haven, Care of the tubercular patient 


Frankel, Emil, Statistics, Hospital 
Fraser, Honorable P., Financing New Zealand Hos- 
pitals Apr.- 97 
Heffinger, Fred W., Philanthropic urge Jan.- 78 
Heyd, Charles Gordon, M.D., Voluntary hospital 
support Feb.- 99 
Irons, Ernest E., M.D., On hospital food wastes— 
Apr.- 98 
Jefferson Hospital report, Convalescence care..Feb.- 99 
Jewett, Stephen A., M.D., Personnel high standard 
more important than expensive buildings....Jan.- 78 

McGoldrick, Thomas A., M.D., Future of voluntary 

hospitals concern of doctors 

Paget, Stephan, Spirit of the hospital 

Pyle, David McAlpin, Voluntary hospital deserves 

support J 78 

Rhode Island Hospital report, Voluntary hospital 

must be non-partisan Feb.- 99 
Rhynas, Margaret, The hospital 
Rogers, James Grafton, As an eminent lawyer 
views the hospital Apr.- 96 

Sexton, L. A., M.D., Group hospitalization Mar.-116 

Social Work Year Book, Hospital trends 

Southern Hospital—February, Small hospital as a 
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—. Captain J. E., Functions of the modern hos- 

pita 

Tribune, Beaver Falls, Pa., Editorial—Hospital in 

the community Feb.- 98 

Union Hospital, annual report, Community coopera- 

tion Mar.-118 

Van Dine, S. S., Importance of hospital in com- 

munity Jan.- 77 

Wilner, Max, Philanthropy 

Contraceptive clinics and the law, Massachusetts—Ed. 
Dec.- 66 
Contributory schemes in England, On hospital, Elliott, 

F. B., C.B.E.—Contemporary hospital thought..Apr.- 97 
Control of surgery—Who shall do major surgery?.Apr.- 14 
Convalescence care—Contemporary hospital oo 

‘eb.- 
Convalescent and after-care—English hospital service 

organization Feb.- 12 
Convalescent care, Ellis, William J., Ph.D., LL.D.— 

Contemporary hospital thought Jan.- 77 
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sg oe child—Human side of a children’s hos- 

pita 

Convalescent homes in England 

Convention news—See American Hospital Association 

Cooperate? (Do we—-NGs icc oats fie cncvectccccces Jan.- 72 

Cooperation—Future of the hospital and the doctor, 
The Dec.- 20 


Corbett, Mrs. Elisabeth Mary, pioneer English nurse 
Mar.-114 


Corporation practice of medicine? What is—Ed..Aug.- 76 
Corrections Mar.-126 


Cost in mental and tuberculosis hospitals, per patient 
Apr.- 21 


Cost of hospital giving, The low—Ed. .......... Mar.- 71 
Cost of hospital service, The efficient hospital ann, oe 


Cost of the different methods of oxygen therapy, Rela- 
tive advantages and Apr.- 49 
Cost of the mechanical division, Checking the operat- 
ing and maintenance Nov.- 79 
Cost study of nursing, A—Joint Committee on the 


Costs of Nursing Service and Nursing Education 
July-113 


Cost the hospitals in 1936, What automobile accidents 
July- 61 

Costs at the Albany Hospital, An analysis of nurs- 
ing May-106 

Costs—Economical hospital plant as a fundamental 
factor in economical hospital service 

Costs, Hospital 

Costs-——Hospital income dollar 

Costs—Hospital operating dollar 

Costs of hospital operation—Questions and Answers 

Feb.-101 

Costs—Presbyterian Hospital saves heating cost by 
switching to gas Mar.- 63 

Count of visits to out-patient department fails to dis- 
close all ambulatory care by hospitals, Plumley, 
Margaret Lovell Oct.- 97 

Crippled child, Medical social aspects involved in prob- 
lems of Mar.- 66 

Curriculum for schools of nursing and its influence on 
nursing service, The proposed May- 66 

Curriculum guide for schools of nursing—A review, 
Roberts, Mary, R.N Oct.- 90 

Curriculum into effect, Factors to be considered in 
putting the new Nov.-103 


Deaerating systems—Oxygen corrosion zeolite softeners 
and deaeration 

Denton, Nellie—Obituary 

Detergents, New 


Developing a record consciousness in our hospitals, 
Patricia, Sister M., O.S.B., B.S., R.R.L., F.A.C.H.A. 


“9 
Developments in the Hospital Association of Penn- 
Sylvania, Suliey, Melvin a.) iis 6 s.5'cs'e ab ai0s oslae July- 
Diet tray service in a hospital of 100 beds, Central 


Dietary department—Food service 

Dietary department, Planning the hospital 

Dietary survey? Of what value the 

Dietetic department, Royal Infirmary of Edinburgh. . 
Apr.- 

Dietetics, Hanfeld, Rosella 


Dietitian in the out-patient department, The place of 
the Nov.-107 


Dietitian’s field expanding—Modern nutritional re- 
search and the hospital Oct.- 87 
Diets—Modifications to meet special needs—Introduc- 
ing the new intern to the hospital J 57 
Different viewpoint on the hospital laundry service 
problem, A—Roach, S. Frank 
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Edition A 23 
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Disease prevention—Manifold obligations of hospitals 
to the public 
Diseases, Functional—Place of social worker in the 
medical team Oct.-108 
Dispensary, A plan for the control of revisits in a 
municipal hospital May- 
Dispensary, New York to build the consolidated. .Jan.- 67 
Doctor and the nurse in the mediaeval ages, The..June- 95 
Door that’s always Open,” “The—Ed. .......... Nov.- 67 
Dubin, Maurice, resigns as director of Mount Sinai, 
Chicago Mar.- 94 
Duke Endowment, Eleventh annual report of the hos- 
pital section Feb.- 


Economical hospital plant as a fundamental factor 
in economical hospital service, Govan, James, 
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Editorial Council 
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Editorials— 
American Hospital Association amends its — 
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Better understanding 

Catholic Hospital Association, The 
Changing conditions 

Community hospital 
Contamination of books 


Editorial of the month—“The door that’s always 
open” 

Educational responsibilities of hospitals 

Fair trade practices 

Hazard for hospital service plans 

Hospital administration as a profession 

Hospital day—1937 

Hospital employees 


Hospital institute, The 

Hospital service in epidemics 

Hospital service in 1936 

Hospital standardization and hospitals’ preeeay: 


Hospitals and blood donors 

Hospitals and health insurance 

Hospitals and health insurance 

Hospitals and labor unions 

Hospitals and organized labor 

Hospitals’ Charity Load, The 

Hospitals—Editorials of the month 

Hospitals in the flood areas 

House of Delegates 

Incoming intern, The 

Insurance for hospitals 

International Hospital Association, The 

Legislation 

Looking down the road 

Low cost of hospital giving, The 

Massachusetts contraceptive clinics and the law.Dec.-66 
Medical staff and our community hospitals - 73 
New hospital in the small community, The.... - 67 
New _Year’s greetings—1936- -1937 - 712 


Pathologist, The 

Paying for the care of the indigent patient.... 
Point of view, A 
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President-elect—G. Harvey Agnew, M.D. . Oct.- 


Principles and proposals submitted by 430 physi 
Dec.- 


Protest of the National Nurses’ Associction. ...Dec.- 


Security for hospital employees 

Sexton, Lewis A.; MAb 25 oe hc etie ccs tote ees Jan.- 
Sub-Standard hospitals for profit 

Welfare of nurses—Ed. of the month, London Times 


Woman’s hospitals 
Educating pharmacists for service in hospitals, Crockett, 
G., M.S., Phar.D. 
es the public in hospital service, Twitty, — 
Educational activity—Who pays the bill?—Ed. .. Nov.- 
Educational opportunities in a small hospital, Hiebert, 
Joelle C., M.D. May- 
Educational program for hospital administrators— 
American College of Hospital Administrators. . Nov.- 
Educational responsibilities of hospitals—Ed.. ...Aug.- 
Effect of hard water on laundry and linen replacement 
costs, MacFarland, J. Lincoln 
Efficient hospital _ _— cost of hospital service, The, 
mri ©. We Mei rs cd bcc kee ewe rhencae ss June- 
Eight-hour pin esl ba problems 
Eight-hour Day for Women—Exemptions under Ohio 
State Law Effective August 17 July- 
Electrical equipment for cooking purposes, Troutt, 
Lute M Nov.- 
Electricity, cheaper to buy or manufacture—Ques- 
tions and answers J 
Elyria Memorial Hospital, The 
Emergency lighting in hospitals 
Employee welfare in the broader sense, Tead, Ord- 
way 
Employees, Hospital—Ed. ..............-eeeee- Apr.- 
Employees in tuberculosis sanatoria, Planned health 
service for July- 
Employees, justice to—How shall the hospital develop 
to meet the demand of the future 0 
Employees, Security for our hospital,—Ed 
Employees—Social security for hospital workers.July- 
Endowed hospital, What the community may expect 
of th ; July- 
Endowment fund increased at Woodford Memorial 
Hospital 
English hospital service organization, Lamb, Syd- 
ney F 
Entering a new profession, Winton, June 
Environmental control in tuberculosis, Value of. .Jan.- 
Epidemics, Hospital service in—Ed 
Epidemics—Poliomyelitis care being expedited by 
Ontario Government Oct.- 
Epidemics—-Prevention and control of outbreaks of 
bacillary dysentery Mar.- 
Equipment exhibits at A.H.A. convention—Excerpt 
from Business Week 
Equipment for the treatment of fractures in hospi- 
tals, Reggio, A. William, M.D Mar.- 
Equipment—Laboratory of the hospital and out- 
patient department 
Equipment, Maintenance of refrigeration 
Equipment—Selection of, for paging 
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European hospitals, Newer architecture of...... May- 33 

Exemption of hospitals from the provisions of the 
Social Security Act, Letter from Helvering, Honor- 
able Guy T., Commissioner of Internal Revenue.Jan.- 69 


Exhibitors, Our friends—The—Ed.............. Feb.- 72 
Eexmipitors’ Section, TN... 665 ec oc cows sven ss Sept.-119 
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Factors to be considered in putting the new curricu- 
lum into effect, Wolf, Anna D............... Nov.-103 
Fair trade practices—Ed.............esscscevee July-73 
Fairview Hospital, Minueapolis, Minnesota, The 
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Feathers for pillows, Morrill, W. P., M.D....... Oct.-126 
Federal Employees’ Compensation Commission, Pay- 
ments to hospital under WPA—by states...... Apr.- 35 
Federal Works Program, Hospital facilities of nation 
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FERA—unemployment relief—Relation of hospital 
to public welfare administration.............. Jan.- 37 
Finances—Fund raising at Royal Infirmary of Edin- 
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Financial aid in dependable service to the community, 
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Financial importance of general hospital psychiatry 
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Financial support of non-governmental hospitals as 
revealed by the recent federal business census of 


hospitals, The, Pennell, Elliott H., and Mountin, 
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Financing New Zealand Hospitals, Fraser, Honor- 
able P., Contemporary hospital thought........ Apr.- 97 
Financing the laboratory department—Pathology in 
TDG MEMAT -TRDGNICAL oS eos ce ses vee vce tes July-101 
Fire hazard, Protecting the hospital against..... Nov.- 57 
Fire hazards in hospitals, Pope, Samuel J....... May- 91 
First public medical library founded in the United 
EE SIR 5 esa gins we eo ais Seals Wis baie vieivinib woe July- 93 
Flexible plan, The advantages of the............ Dec.- 49 
Flood areas, Hospitals in the—Ed.............. Feb.- 71 
Flood came to Cincinnati hospital, How the, List, 
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Florence Nightingale Hospital, Baylor University 
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Florence Nightingale, Tribute to Rhynas, Margaret 
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Food service, Connelly, Miriam C............... Dec.- 72 


Food service as related to hospital service—Panel 
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nomic problems, Ridgway, Mattie Me sia cubass tise Apr.- 64 
Food service, Panel discussion—Small hospital, Cole- 
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Food wastes, On hospital, Irons, Ernest E., — 

Contemporary hospital thought.............. Apr.- 98 
Foundation, Florence Nightingale—Practice of nurs- 
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Free and part-pay patient, What constitutes ?—Ques- 
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Freezing for perishables, Quick................. Dec.- 57 
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French, J. Rollin, M.D., Manual of information for 
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of insurance cases—Why blame the insurance 
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Fund raising, Fesler, Paul H.................... Dec.- 77 
Fundamental principles underlying efficient hospital 
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DICK; AIOGKOUL, Pv Dig OD svc Gene aiee Ue be evens Feb.- 38 
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temporary hospital thought.................. Mar.-116 
Group hospitalization, A.M.A. and—Ed......... Sept.- 68 
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Therapeutic values of artificial climates—Air condi- 
tioning in hospitals Dec.- 68 


Therapy, fever, applicable to general hospital—Ques- 
tions and answers Mar.-109 


Thurlow, Josephine E., retires as superintendent of 
Cambridge Hospital 


Ticker syntem, Dents, C..S:, BED. ooo cecesvees Jan.- 82 


Tomorrow’s community nursing service, Folendorf, 
Weis: ‘ Gerisueev te Ges 6 cere cs'o cee dcenanaas Jan.- 65 


Trends in general hospital services in New Jersey: 
1929-1936, Frankel, Emil D 40 


Trust funds, The sanctity of hospital—Ed. ...... al 71 
Trustee in making the hospital what it should be, Re- 

sponsibility of the May- 17 
Trustees—Better understanding—KEd. ........... Dec.- 67 
Trustees—New policies for old 51 


Tubercular patient, Care of the, Emerson, Dr. Haven 
—Contemporary thought 

Tuberculosis, Children’s camp part of Arizona’s cam- 
paign against Apr.-124 

Tuberculosis hospital, Modern concepts of a Oct.- 94 

Tuberculosis hospital, Modern metropolitan—Hudson 


County Tuberculosis Hospital and Sanitarium 
Nov.-Third cover 


Tuberculosis hospital, Per patient cost in mental*and 
21 


Tuberculosis patients? Should a general hospital ac- 
cept 

Tuberculosis sanatoria, Planned health service for em- 
ployees in 

Tuberculosis Section of the American Hospital Asso- 
ciation, The Aug.- 

Tuberculosis units of the provincial board of health to 
general hospitals, Relation of Apr.- 


Tuberculosis, Value of environmental control in, Mills, 
Clarence A., M.D. J 


“Twigs” of Rochester general hospital, N. Y., hold 
luncheon meeting 


Ultraviolet light for air sterilization in ward for in- 
— wei Charles B., M.D., and Wilder, * seeneeee 
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Unionization of hospital employees—New York court 
rules against strikes in hospitals 


Unionization of hospital employees—Personnel aia 
Sept.- 


Use and misuse of medical and social data, Ketcham, 
Dorothy . June- 
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Value of a library to patients in a small hospital, 
Allison, Catharine H J 


Value of a survey in setting standards in medical 
social service, Seltzer, Mrs. Edith G Feb.- 89 


Value of an efficient pathologist in hospital service, 
The, Scherer, J. H., M.D June- 49 


Value of uniform i eg methods to hospitals, 
Class; Jamies’ Vag Ce beee canct ss sncaccesccesne July-107 


Value the dietary survey, Of what?, Graves, Lulu G. 


Vassar Hospital, Fiftieth anniversary of 


Venereal disease control program, Role of the — 
pital in new nation-wide 


Vestal catalog, New 
Visiting nursing service for convalescent patients. July- 


Vitamins in the study of .disease—Modern nutritional 
research and the hospital 


Voluntary hospital and public welfare administration, 
The, Munger, Claude Worrell, M.D. 


Voluntary hospital deserves support, Pyle, David 
McAlpin—Contemporary hospital thought J 


Voluntary hospital, Future of staff organization in Le 


Voluntary hospital, Government vs 


Voluntary hospital maintain its independence? Ar 
th 


Voluntary hospital must be non-partisan—Contempo- 
rary hospital thought F 


Voluntary hospital support—Contemporary hospital 
thought Feb. 


Voluntary hospital, Tax funds and the 


Voluntary hospital?, What can we do for the security 
of th F 


Voluntary hospitals, and public agencies, need for bet- 
ter understanding between—Relation of hospitals to 
public welfare administration J 


Voluntary hospitals, Charitable element in the eo 
t. 


Voluntary hospitals’ future is concern of doctors, 
McGoldrick, Thomas A., M.D.—Contemporary hos- 
pital thought Mar.-116 


Voluntary hospitals, Part yee plays in the 
support of, Skillman, David B Oct 


Voluntary hospitals, Service of the London Sept.- 56 


Voluntary hospitals should not be taxed—Role of the 
hospital in the present social change June- 19 


Volunteer service in hospitals, Red Cross professional 
N 


Wagner Social Security Act, Proposed amendment to 
20 


Wall painting in hospitals, Spray lacquer for July-122 


Walsh, Frank A., M.D., The hospital is the focal point 
of medical practice Nov.-106 


Ward infections in children’s hospitals, Prevention of 


Washburn, Frederic A., M.D., resigns as Commis- 
sioner of Hospitals of Boston F 


Washburn, Frederic A., M.D., retires as commissioner 


Water proofing agent, A new textile 


Wesley Memorial Hospital, The new home of the 
July-Third Cover 


West Suburban Hospital—infant identification.. ..Jan.- 22 


West Virginia, Hospital and medical care for indigents 
Sept.-116 
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What can hospitals do about the shortage of enact 
duty nurses?, Cyril, Sister D 


What can we do for the security * ag voluntary hos- 
pital?, Mechtildis, Sister M., F 


What so rare as a Christmas tree sae in June? eas 32 


What the hospital expects of its social worker, 
Munger, Claude W., M.D. May- 43 


What the hospital should do for the house staff, 
Jarrett, Lewis E., M.D. July- 98 


What the hospital should know about canned foods, 
McGuire, E. W. J 96 


When hospitals are wise—Ed. ..............0.. June- 71 
Where do we go from here? 1932-1937, Ed. ...... July- 71 
White, Dr. William A.—Obituary Apr.- 46 


Whitecotton, Dr., new superintendent of Stanford- 
Lane Hospital 


Whitehead, Joseph B., foundation 
See the insurance man?, Howe, F. Stanley, 


Why hospitals need financial help—Ed. .......... Feb.- 71 
Widmer, William Albert—Obituary f 
Wilson, George W.—Obituary Feb.-106 


Windows—Block glass used in windows of operating 
i June- 98 


Woman’s hospitals—Ed. .........ccecccecccces Mar.- 72 
Women’s Auxiliaries, Woodward, Mrs. W.C. ..... Jan.- 48 


Woodford Memorial Hospital, Endowment fund in- 
creased at July- 88 


Worth while hospital statistics, Watkins, J. H., she 54 


X-ray and laboratories—Contagious hospitals in the 
United States and Canada, Review and summary of 
a report on 


X-ray department, Planning the 
X-ray films, Selling used 
X-ray protective materials, Baldwin, A. C 


X-ray protective materials—Hannaford, H. Eldridge, 
A.LA. Nov.-110 


Feb.- 74 


X-ray services, Clinical laboratory nd ied discus- 
sion—Small hospital 


Zeolite softeners and deaeration, Oxygen corrosion.. 
Sept.- 49 
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A bove-Finishing department in the laun- 
dry at Sacred Heart Convent, Belmont, 
N.C., with American Return Apron Flat 
Work Ironer and American Presses. 


Left-Monel Metal Champion Cascade 
Washers, American Underdriven Ex- 
tractors and Junior Drying Tumbler in 
Sacred Heart Convent’s modern laundry 
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Sacred Heart Convent, Belmont, N. C., had a very busy 
laundry. Besides doing all the work for 30 Sisters and 112 
girls at Sacred Heart Academy, it was also supplying clean 
linens for the 15 Priests and 55 boys at Belmont Abbey. 


Then, the laundry work from Mercy Hospital, at Char- 
lotte, was added. This meant clean linens for 165 more beds 
and for the hospital’s personnel of 65 nurses and 15 Sisters. 
An addition to the building, at Belmont, seemed imminent. 


Before work on the addition was begun, however, an 
American Laundry Advisor was called in. First, he made 
a complete survey of the requirements for handling the 
additional capacity. Then he submitted his recommenda- 
tions. Instead of larger quarters for the laundry, his 
proposal specified modern, more productive equipment 
capable of easily handling all the added work, in exactly 
the same floor space. So, Sacred Heart Convent saved a a 
the cost of an addition to their building. AN AMERICAN 


When you are confronted with a problem concerning your LAUNDRY ADVISOR 
laundry department or your laundering methods, call in * 
an American Laundry Advisor. His practical experience wi] e AMERICAN 
and thorough knowledge of laundry department operation LAUNDRY 


and planning are always available to you without obligation. | BE@vai\@alinl t.eAG@er 
CINCINNATI, O. 
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GERMA- MEDICA 


“AMERICA’S FAVORITE SURGICAL SOAP 


WHEN your staff doctors are satisfied with the supplies 
and equipment you provide, your hospital prospers. 
Inevitably, bed occupancy and hospital income increase. 
But, if you compromise with quality on important details 
—like scrub up room equipment—they recognize immedi- 
ately a handicap to their practice. Too, they feel justified 
in sending future hospital cases elsewhere. 


Every doctor who uses your scrub up rooms expects— 
and needs—a soap that won’t irritate his hands. He needs 
a surgical soap that assures sterility—a surgical soap 
that protects him and his patients from the dangers of 
infection. In short, he needs Germa-Medica. 


More than 60% of America’s hospitals use Germa-Medica. 
For Germa-Medica is dependable. Its penetrating lather 
not only dissolves dead tissue and removes bacteria, 
but its olive oil content prevents skin irritation—no 
matter how frequently Germa-Medica is used. 


You’ll win the gratitude of your doctors by supplying 
them with Germa-Medica. Because no other surgical soap 
they have ever used can give a more satisfying scrub up. 


peices 
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DISPENSERS APPROVED BY 
THE AMERICAN COLLEGE OF SURGEONS 


LEVERNIER PORTABLE For standards of excellence, the for their economical and sanitary 
Levernier ne gee ge _ merit method of dispensing soap. 

the approval of the American These non-contact dispensers act 
FOOT PEDAL : College of Surgeons. with precision, provide a sanitary 
For years, the Levernier Dispen- technique without waste, can 
sers—Single and Twin—have be moved where desired. Bowls 
been recognized by the hospitals . and pumps are easily sterilized. 


*Furnished free to quantity users of Germa-Medica. 


SOAP DISPENSERS 
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SURGICAL 
FURNITURE 


Quietly efficient, possessing lasting 
beauty and lifelong durability, Steril- 
Brite surgical furniture is an outstand- 
ing contribution to modern hospital 
work. Its simplified rounded construc- 
tion lines and its all over smooth per- 
manently lustrous surfaces are impor- 
tantaidsto maintenance of aseptic tech- 
niques and care of equipment in oper- 
ating room, surgical ward, and de- 
livery room. 


Write for interesting descriptive circular A3-000 


SCANLAN-MORRIS COMPANY 


Hospital Furniture Sterilizing Apparatus 


Madison, Wisconsin, U. S. A. 


SCANLAN LABORATORIES, Inc. OPERAY LABORATORIES 
Surgical Sutures Surgical Lights 
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Greetings from The Board of Trustees 


Ou 


S the holiday season again approaches, your Board of Trus- 
tees pauses to extend to the members of the American Hos- 
pital Association greetings for Christmas and best wishes for the 


Coming Y ear. 


The glorious feast of Christmas is replete with happiness and joy 
and recalls to our minds the spiritual values which must be the 
inspiration and motivation of all true service. Ours is a life of 
service; service to our fellow-man; service to our community; serv- 
ice to our country. The record of service of our voluntary hospitals 


is one of which we may all be proud. 


At the beginning of a New Year ii ‘“tting that we rekindle the 
fires of our devotion to serve and r he courage which perhaps 
has been dulled by the obstacles and difficulties of the past year. 
Where better can we draw inspiration than in the contemplation of 


eternal charity which the beautiful Christmas scene presents. 


That all our associates may have real peace and joy during the 
Christmas season, and may know the true happiness of beginning 
the New Year with renewed courage and inspiration is the sincere 


and cordial wish of your Board of Trustees. 


The Board of Trustees 
American Hospital Association 
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N the new G-E Maximar “400” you'll find not 

only unusual compactness which conserves valu- 
able floor space and assures an economical installa- 
tion, but also exclusive features which make it the 
most flexible unit ever designed for x-ray therapy 
up to 400,000 volts. 

Incorporating a motor-operated mechanism for 
vertical adjustment of the tube head, and a means 
of angulation, convenient positioning to all parts 
of the body is quickly and easily obtained, with 
utmost comfort for the patient. 

Self-contained, the Maximar “400” represents a 
single-room installation —a room approximately 14 
feet square will accommodate it. Oil-immersion of 





THE MOST FLEXIBLE 


UNIT EVER DESIGNED 
FOR | 
400 Kv. X-RAY THERAPY 


the entire high-voltage circuit within the tube head 
makes its operation shockproof, and free from the 
effects of variations in humidity and altitude. 
Wherever the need for 400 kv. therapy service is 
indicated, the G-E Maximar “400” makes it possible 
to equip practically, economically and efficiently. 


The completely illustrated catalog will 
interest you. Ask for Lit. No. F512. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 








